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COVERAGE  FOR  MENTAL  AND  ADDICTIVE 
DISORDERS  IN  HEALTH  CARE  REFORM:  A 
COST-EFFECTIVE  APPROACH 


THURSDAY,  MAY  13,  1993 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Washington,  DC. 

The  committee  met,  pursuant  to  notice,  at  10:03  a.m.,  in  room 
SD-^0,  Dirksen  Senate  Office  Building,  Senator  Edward  M.  Ken- 
nedy (chairman  of  the  committee)  presio&ng. 

Present:  Senators  Kennedy,  Pell,  Dodd,  Simon,  Wellstone, 
Wofford,  Kassebaum,  Gregg,  and  Durenberger. 

Opening  Statement  of  Senator  Kennedy 

The  Chairman.  We'll  come  to  order. 

This  is  a  truly  historic  day  to  have  Mrs.  Gore  and  Senator  Do- 
menici  as  our  opening  witnesses.  It  represents  the  best  in  terms  of 
a  bipartisan  legislative  process;  two  allies  on  an  issue  of  extraor- 
dinary importance  to  the  young,  the  middle-aged  and  the  old  alike. 

We  want  to  first  of  all  welcome  Mrs.  Tipper  Gore  to  the  commit- 
tee. She  brings  a  lifetime  of  commitment  to  children  and  naental 
health  issues.  She  has  been  extraordinarily  active  on  these  issues 
for  almost  20  years.  In  her  home  State  of  Tennessee,  she  provided 
leadership  when  now  Vice  President  Gore  was  Congressman  Gore 
in  the  House  of  Representatives,  giving  focus  and  attention  to  men- 
tal illness,  primarily  those  issues  involving  children  and  their  spe- 
cial needs.  She  did  so  as  then  Senator  Gore  was  active  in  the  U.S. 
Senate,  and  she  has  continued  that  commitment  as  the  wife  of  the 
Vice  President.  But  I  think  those  of  us  who  know  her  have  a  very 
profound  respect  for  the  leadership  that  she  is  providing  on  one  of 
the  most  important  and  critical  health  issues  of  our  time. 

We  were  fortunate  to  have  Mrs.  Gore  and  Mrs.  Clinton  come  to 
Boston  a  number  of  weeks  ago  and  spend  a  day  visiting  commu- 
nities in  Hyde  Park,  MA,  as  well  as  responding  to  a  panel  of  ex- 
perts and  community  people.  Her  profound  understanding  and  com- 
passion on  this  issue  won  her  many  admirers  and  supporters. 

I  think  all  of  us  understand  that  if  we  are  to  have  a  strong  men- 
tal health  benefit  in  the  President's  program,  which  all  of  us  are 
very  hopefvd  that  we  will,  to  a  significant  degree  it  will  be  a  tribute 
to  Uie  extraordinary  work  of  Mrs.  Gore.  So  we  are  very,  very  de- 
lighted to  have  you  here  today. 

And  we  want  to  welcome  our  colleague  and  friend.  Senator  Pete 
Domenici.  I  have  had  the  good  opportunity  to  work  with  him  on 
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many  different  aspects  of  the  mental  health  issue.  He  was  an  indis- 
pensable ally  in  recent  years  when  we  were  trying  to  bring  new 
focus  and  attention  to  research  in  mental  health  issues  and  moving 
the  National  Institute  on  Mental  Health  to  the  NIH. 

His  efforts  in  destigmatizing  mental  health  have  been  absolutely 
extraordinary.  I  thinK  if  all  Americans  have  a  healthier  view  in 
looking  at  Ae  challenges  that  many  of  our  fellow  citizens  face  in 
terms  of  mental  illness,  it  is  a  tribute  to  Senator  Domenici.  He  has 
been  tireless  in  supporting  research  on  mental  health,  and  the 
progress  NIMH  has  made  is  a  testament  to  Pete's  energy  and  to 
his  leadership. 

We  want  to  also  acknowledge  Mrs.  Nancy  Domenici,  who  is  here 
today,  who  has  been  not  just  a  wife,  but  a  very  strong  advocate  and 
a  powerfiil  leader  in  her  own  right  on  this  issue.  We  know  that  we 
could  have  her  testify  as  well  as  her  husband,  but  today  we  will 
let  the  message  come  from  the  Senator.  We  are  delighted  to  have 
both  of  you  here  today  on  this  extremely  important  issue. 

I  will  put  my  full  statement  in  the  record  and  recognize  Senator 
Wellstone. 

[The  prepared  statement  of  Senator  Kennedy  follows:] 

Prepared  Statement  of  Senator  Kennedy 

Our  hearing  today  deals  with  the  role  of  mental  health  and  sub- 
stance abuse  in  national  health  care  reform. 

These  issues  are  of  vital  significance  to  millions  of  Americans. 
One  in  five  adults  is  afflicted  with  some  degree  of  mental  illness, 
making  it  one  of  the  most  prevalent  diseases  in  our  society.  Twelve 
percent  of  children — nearly  8  million — ^have  a  dioagnosable  emo- 
tional disturbance. 

Mental  illness  costs  the  Nation  over  $130  bilhon  a  year  in  medi- 
cal expenses,  lost  productivity,  and  other  costs.  This  heavy  finan- 
cial burden  is  overshadowed  by  the  emotional  costs  for  the  families 
and  loved  ones  of  those  afflicted  with  mental  illness. 

Substance  abuse  is  an  equally  destructive  force.  It  is  a  significant 
factor  in  the  growth  of  crime  and  inner  city  decay.  It  is  also  a  lead- 
ing cause  in  the  spread  of  AIDS  and  TB.  The  Center  on  Addiction 
and  Substance  Abuse  headed  by  former  HEW  Secretary  Joseph 
Califano  estimates  the  annual  cost  of  substance  abuse  to  our  health 
care  system  at  $140  billion. 

Medical  research  has  developed  important  information  about  the 
prevention  and  treatment  of  these  illnesses.  But  these  advances  in 
medicine  are  beyond  the  reach  of  millions  of  Americans  who  lack 
access  to  treatment  in  the  first  place. 

Until  recently,  even  good  insurance  coverage  has  been  character- 
ized by  arbitrary  limits  on  the  number  of  in-patient  days  and  out- 
patient visits.  These  limits  are  intended  to  control  costs,  but  they 
have  been  a  failure  in  every  sense — ^by  limiting  early  therapy^tiiey 
cause  needless  hospitalizations  for  later  psychiatric  care.  Often, 
they  also  deny  reimbursement  for  less  intensive  therapies  that  can 
be  cost-effective.  In  reality,  the  present  system  is  a  non-system  that 
combines  the  worst  of  both  worlds — it  discourages  preventive  and 
early  treatment,  and  favors  the  most  expensive  hospital  care. 

National  health  reform  can  provide  a  better  way.  Health  policy 
experts  and  Fortune  500  companies  know  the  advantages  of  flexi- 


ble,  comprehensive  benefits  for  mental  illness  and  substance  abuse. 
Reimbursement  for  early  intervention  and  less  expensive  commu- 
nity-based care  means  better  care  for  fewer  dollars  for  more  people. 
Such  a  benefit  will  become  even  less  expensive  over  time,  as  pa- 
tients come  to  rely  upon  less  costly,  more  appropriate  treatment. 

Our  witnesses  today  will  discuss  this  new  approach  and  its  possi- 
bihties.  The  first  panel  consists  of  two  leaders  in  this  effort.  'Kpper 
Grore,  who  chairs  me  White  House  working  group  on  mental  health, 
and  Senator  Pete  Domenici  of  New  Mexico,  nave  both  been  effective 
advocates  for  mental  health  services.  At  a  time  when  we  need  it 
most,  their  joint  appearance  today  demonstrates  impressive  bipar- 
tisan support  for  the  needs  of  the  mentally  ill. 

Our  second  panel  consists  of  four  experts  in  mental  health  and 
substance  abuse.  They  will  explain  why  cost-conscious  businesses 
want  comprehensive  and  flexible  benefits,  £ind  why  the  country 
should  move  as  rapidly  as  possible  in  that  direction. 

I  welcome  all  of  our  witnesses  and  I  look  forward  to  their  testi- 
mony. 

Opening  Statement  of  Senator  Wellstone 

Senator  Wellstone.  Thank  you,  Mr.  Chairman.  HI  be  very  brief 

First,  let  me  thank  you,  Senator  Kennedy,  for  years  of  leadership 
on  this  issue.  And  Tipper  Gore  and  Senator  Domenici,  I  thank  you 
for  beinp^  here  today. 

This  IS  an  issue  that  is,  as  Senator  Domenici  knows,  near  and 
dear  to  my  heart.  I  could  not  be  more  pleased  with  the  work  that 
the  Task  Force  is  doing  and  for  your  role  in  really  leading  this.  Tip- 
per Grore.  To  now  finally  be  in  a  position  in  the  United  States  of 
America  where  we  are  going  to  finally  make  it  clear  that  mental 
health  benefits  are  not  in  parentheses  or  in  category,  but  are  a  part 
of  what  we  do  by  way  of  health  care;  that  mental  illness  problems 
are  diagnosable  and  treatable,  I  think  is  just  a  huge  step  forward — 
a  huge  step  forward. 

I  don't  tnink  I  need  to  recite  very  many  statistics,  but  I  think  it 
is  important  for  people  to  know  that  some  20  to  30  million  people 
in  our  country  suffer  from  mental  illness;  some  15  million  have 
symptoms  of  alcoholism  and  chemical  abuse,  and  some  5  million 
drug  abuse.  And  yet  when  we  look  around  our  country,  and  I  have 
seen  it  in  Minnesota,  I  believe,  Mr.  Chairman,  the  most  heart- 
breaking town  meeting  I  have  ever  attended  was  at  a  drop-in  cen- 
ter, where  many  of  the  people  were  struggling  with  mental  illness, 
and  at  best  one-third  of  them  receiving  any  treatment  whatsoever; 
people  who — and  I  have  had  this  conversation  with  Senator  Do- 
menici and  his  wife  Nancy  as  well — people  who  were  in  homeless 
shelters  or  living  out  on  the  streets  who  should  not  be  there  at  all. 

So  I  am  just  extremely  pleased  that  we  are  having  this  hearing 
today.  I  introduced  a  Senate  resolution  with  Senator  Simon  and 
Senator  Inouye  in  which  we  tried  to  spell  out  a  comprehensive 
array  of  services,  and  I  will  just  conclude  mv  remarks  with  this. 
We  talked  about  assessment,  diagnosis,  referral  services,  crisis 
intervention  services,  outpatient  partial  hospitalization  and  inpa- 
tient care,  including  residential-based  treatment; 
pharmacotherapeutic  interventions;  rehabilitation  services,  and 
care  coordination  services. 


Mr.  Chairman,  let  me  just  conclude  in  this  way.  I  really  believe 
that  this  particular  hearing  is  historic.  I  have  not  said  that  about 
any  of  our  other  hearings,  although  I  would  like  to  believe  all  that 
we  do  is  historic,  all  of  us  in  the  country.  But  we  are  about  to  make 
a  major  breakthrough,  and  I  think  we  have  two  witnesses  here  to 
start  off  with  who  have  been  real  leaders,  and  I  am  just  very 
pleased  that  they  are  here. 

It  does  my  heart  good  to  see  Senator  Domenici  finally  being  right 
about  an  issue.  I  have  been  waiting  such  a  long  time  for  this. 
[Laughter.] 

Senator  Domenici.  Mr.  Chairman,  he  just  wants  to  see  me  go  left. 
[Laughter.] 

The  Chairman.  No;  just  cosponsor  the  President's  bill.  Well  set- 
tle for  that. 

Let  me  mention  to  Mrs.  Gore  that  we  have  the  regrets  of  Senator 
MikiJski  and  Senator  Metzenbaum,  and  I'm  sure,  others.  At  this 
very  moment,  there  is  a  meeting  of  members  of  this  committee  and 
other  members  with  the  President  of  Ireland,  so  others  will  be  com- 
ing in  a  little  later;  many  of  them  have  told  me  they  look  forward 
to  attending  this  hearing  later  on  in  the  morning. 

Mrs.  Gore,  please  proceed. 

STATEMENTS  OF  TIPPER  GORE,  AND  HON.  PETE  V.  DOMENICI, 
A  U.S.  SENATOR  FROM  THE  STATE  OF  NEW  MEXICO 

Mrs.  Gore.  Senator  Kennedy,  thank  you  very  much  for  the  invi- 
tation you  extended  to  me.  It  is  a  great  honor,  and  I  have  been 
looking  forward  to  it,  because  I  do  have  a  lot  to  say,  really,  as  a 
la3T)erson  and  someone  who  has  been  interested  in  mental  health 
issues  for  many,  many  years. 

As  you  yourself  pointed  out,  when  we  were  recently  in  Boston 
and  the  Bunker  Hill  community,  listening  to  people  talk  about 
mental  health  coverage — and  all  health  care  coverage — several  peo- 
ple brought  up  the  fact  that  they  had  problems  with  mental  health 
in  their  families,  and  they  could  not  get  the  necessarv  coverage.  We 
heard  from  several  small  business  owners  who  actually  were  taking 
turns  employing  a  mentally  ill  person  from  another  family  because 
they  could  not  get  any  coverage,  in  order  for  that  person  to  get 
some  sort  of  job  and  rehabilitation.  In  other  words,  they  were  tak- 
ing care  of  each  other,  and  despite  the  lack  of  insurance  coverage, 
so  that  their  business  could  continue  and  so  that  they  could  take 
care  of  each  other  as  families  and  members  of  the  community,  be- 
cause they  cared,  despite  the  fact  that  they  did  not  have  the  cov- 
erage. I  know  that  was  very  moving  to  me  as  well  as  it  was  to  you, 
so  I  appreciate  the  chance  that  you  gave  the  First  Lady  and  me  to 
hear  people  discuss  their  concerns  with  health  care. 

Senator  Kassebaum,  it  is  nice  to  see  you,  and  Senator  Wellstone. 

I  also  want  to  say  that  I  have  worked  for  years  with  Nancy  Do- 
menici, who  is  here,  on  these  issues.  She  has  been  a  member  of  the 
Child  Mental  Health  Interest  Group,  and  we  have  worked  very 
hard  to  raise  awareness  not  only  here  on  the  Hill  among  legisla- 
tors, but  among  the  public  at  large,  that  mental  health  affects  a 
great  many  people  in  this  country  and  that  it  has  been  discrimi- 
nated against,  and  it  needs  to  be  treated  fairly.  So  I  want  to  thank 
Nancy  for  her  tireless  work  and  efforts  to  get  more  funding  for  re- 


search  on  mental  disorders  and  for  the  advocacy  that  both  she  and 
Senator  Domenici  bring  to  this  issue. 

I  also  want  to  say  at  the  outset  that  health  care  is  a  national 
issue,  and  it  can  only  be  dealt  with  on  a  bipartisan  basis,  and  that 
all  of  us,  as  is  symbolic  here  today  in  that  Senator  Domenici  is 
here,  talking  from  the  hearts— he  will  shortly — about  the  need  for 
health  care  reform  and  the  need  for  mental  health  coverage.  It  is 
something  that  cuts  across  all  party  lines  and  that  cuts  across  all 
socioeconomic  lines  in  our  country,  and  I  think  that  is  important 
for  everyone  to  realize  as  the  legislators  and  the  President  and  the 
Health  Care  Task  Force  take  on  this  issue  of  fundamental  health 
care  reform. 

I  want  to  thank  you  very  much  for  the  opportunity  to  be  here. 
A  lot  of  changes  have  taken  place  in  mental  nealth  care  and  with 
the  substance  abuse  field  since  a  few  years  ago  when  I  was  a  grad- 
uate student  at  Greorge  Peabody  College  for  Teachers  in  Nashville, 
getting  a  master's  degree  in  psychology,  and  there  has  almost  been 
a  revolution  in  every  phase  of  diagnosis  of  mental  illness  and  treat- 
ment of  illnesses  since  those  days,  years  ago,  when  I  was  reading 
Sigmund  Freud  and  B.F.  Skinner. 

But  during  this  time  of  exciting  advances,  there  have  not  been 
commensurate  changes  in  the  services  for  or  the  attitudes  toward 
the  mentally  ill.  And  it  is  clear  to  me  that  public  policy  has  not 
caught  up  with  the  new  reaUly. 

For  example,  a  commonly  accepted  practice  for  treatinp^  schizo- 
phrenia is  c^n  the  combination  of  medication,  psychosocial  inter- 
ventions, and  community  treatment  teams,  if  necessary.  Recovery 
from  substance  abuse  is  often  handled  in  the  community  or  on  the 
job.  In  fact,  a  lot  of  employers  are  now  making  sure  that  their  em- 
ployees are  covered  for  substance  abuse.  It  is  no  longer  the  case 
that  individuals  with  these  disorders  must  be  hospitalized.  That 
used  to  be  the  reality;  it  is  no  longer  true.  In  fact,  the  existence 
of  cost-effective  treatments  should  definitely  be  paralleled  by  a 
change  in  policv. 

My  goal  is  the  same  as  millions  of  Americans  whose  lives  have 
been  touched  by  mental  illness  and  by  substance  abuse  and  who 
fight  daily  to  eliminate  the  inequities  that  stand  in  the  way  of  im- 
proving mental  health  care  for  Uiose  who  need  it  and  for  their  fam- 
ilies. 

Basic  to  the  changes  that  must  be  made  is  the  elimination  of  the 
stigma  surrounding  mental  illnesses.  Here  we  are  in  1993  still 
talking  about  this  as  a  msgor  issue  and  a  major  problem.  The  re- 
ality in  this  country  is  that  one  out  of  four  Americans  will  experi- 
ence a  mental  health  issue  at  some  point  in  their  lifetime — one  out 
of  four.  This  means  that  mental  illness  cuts  across  all  lines  in  our 
society. 

And  what  better  way  to  eliminate  the  stigma  than  to  treat  these 
illnesses  with  the  same  respect  and  equality  and  care  and  cover^e 
that  we  treat  other  illnesses?  Here  is  an  historic  opportunity  for 
the  Health  Care  Task  Force  and  the  Congress  to  move  ahead  light- 
years  in  eliminating  the  stigma,  simply  by  incorporating  mental  ill- 
nesses in  health  care. 

Mental  illness  has  touched  the  lives  of  politicians — ^here,  I  will 
pander  to  politicians  a  little  bit.  Abraham  Lincoln  struggled  with 
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depression;  Winston  Churchill  wrote  about  his  manic-depressive  ill- 
ness, and  as  you  know,  a  very  courageous  former  colleague.  Sen- 
ator Lawton  Chiles,  now  Governor  of  the  State  of  Florida,  nas  done 
much  to  dispel  the  myth  of  living  with  an  illness  that  is  clearly 
manageable  and  treatable. 

Substance  abuse  disorders  cause  and  contribute  to  a  wide  range 
of  other  health  care  problems.  Substance  abuse  often  plays  a  role 
in  violence  in  our  society;  in  intra-family  abuse;  in  child  abuse;  in 
wife  sJsuse;  in  accidents  and  in  suicides,  and  intergenerational  vul- 
nerability. 

Former  First  Lady  Betty  Ford  and  former  Senator  Harold 
Hue^es  have  done  much  to  educate  the  American  public  about  the 
reafities  and  treatments  for  substance  abuse. 

And  let's  face  it,  in  this  country,  everyone  is  terrified  of  crime. 
Crime  is  on  Uie  increase.  And  if  you  talk  to  the  professionals  who 
are  dealing  with  crime,  they  say  the  majority  of  it  is  drug-related. 
And  if  you  talk  to  other  professionals  about  what  we  can  do,  they 
say  it  is  time  to  start  treating  those  who  are  addicted  to  drugs. 
Drug  treatment  is  a  part  of  substance  abuse,  it  is  a  part  of  mental 
health,  it  is  a  part  of  health  care  reform. 

Among  your  constituents,  about  6  percent  receive  treatment  from 
mental  health  or  substance  abuse  specialists  dxirin^  any  year.  Over 
52  million  Americans  have  been  diagnosed  as  having  some  sort  of 
mental  health  issue  in  the  course  of  any  1  year — 52  milUon  Ameri- 
cans. If  more  of  the  public  were  aware  of  those  among  them  at 
work,  of  those  among  them  at  school,  of  those  among  them  with 
whom  they  worship  who  actually  have  this  as  an  issue  with  them- 
selves or  their  families — those  who  sell  them  their  groceries  or 
their  lumber,  or  fill  their  cars  with  gasoline,  or  write  their  wills — 
that  a  lot  of  tiiese  people  suffer  from  a  mental  illness  or  have  a 
family  member  who  does,  I  don't  think  we  would  be  so  reluctant 
to  seek  help  ourselves  when  we  need  it,  and  I  certainly  don't  think 
we  would  be  reluctant  as  a  nation  to  cover  it. 

As  I  told  a  group  of  teenagers  recently  when  I  talked  to  them 
about  mental  health  issue  that  they  raised — everything  fi-om  abuse 
of  sleeping  pills  and  uppers  to  depression,  to  several  had  tried  sui- 
cide, one  was  thinking  of  suicide — I  talked  to  them  in  very  open 
and  honest  terms,  and  I  said  I  don't  care  who  you  are — ^in  your  life, 
at  some  point,  you  are  going  to  need  some  help,  and  don't  be  afraid 
to  ask  for  it.  That  is  also  something  good  that  can  come  out  of 
health  care  reform,  including  mental  health  covercige. 

They  would  also  be  more  likely  to  seek  help  if  they  knew  about 
the  tremendous  improvements  tnat  have  been  made  in  the  diag- 
nosis and  treatment  of  mental  illnesses  and  substance  abuse.  As  I 
mentioned  earlier,  outpatient  treatment — not  hospitalization,  but 
outpatient  treatment — is  the  recommended  approach  for  many  of 
those  suffering  from  mental  illness  and  chemical  dependency. 

But  to  m^e  sure  that  these  new  breakthroughs  are  available  to 
everyone,  the  tremendous  inequity  that  exists  in  our  health  care 
system  has  to  be  eradicated.  It  is  imperative  that  a  new  standard 
of  the  service  delivery  system  be  developed.  Health  care  reform  is 
not  just  about  financing  mechanisms.  It  is  about  reforming  the 
service  delivery  system  as  well. 


We  can  no  longer  justify  why  in  some  areas  there  are  13  open 
heart  surgery  centers  and  no  community-based  mental  health  cen- 
ters. We  need  to  establish  a  health  care  system  that  regards  men- 
tal health  issues  as  the  treatable  illnesses  that  they  are. 

Now.  let's  examine  the  institutional  discrimination.  I  have  raised 
more  tnan  a  few  eyebrows  using  the  analogy  that  mental  health  is- 
sues, such  as  manic  depression,  for  example,  should  be  treated  the 
same  as  diabetes.  Both  are  treatable  conditions.  Both  can  be  well- 
managed  with  medication.  People  suffering  from  depression  can 
avoid  expensive  hospitalization  with  the  correct  diagnosis  and 
treatment.  The  Ufe  of  an  individual  diagnosed  as  manic-depressive 
can  be  normalized  with  careful  medication  in  conjunction  with  reg- 
ular outpatient  treatment  and  monitoring. 

That  is  the  same  for  somebody  who  is  diagnosed  as  a  diabetic 
and  who  needs  insulin  and  monitoring  to  regulate  their  blood  sugar 
levels. 

The  same  outrage  expressed  when  we  are  confronted  by  race  or 
sex  discrimination  must  be  voiced  to  expose  the  difference  between 
how  physical  and  mental  illnesses  have  traditionally  been  viewed 
by  the  medical  complex,  the  health  care  industry.  I  am  reminded 
of  years  ago,  when  General  Dwight  Eisenhower  warned  us  about 
the  military-industrial  complex  amassing  a  great  deal  of  power  so 
that  their  point  of  view  was  perpetuatedf.  Well,  now.  where  health 
care  is  concerned,  the  people  have  been  warning  us  about  the  medi- 
cal-industrial complex  and  the  institutionalized  discrimination  that 
has  amassed  against  those  with  mental  illnesses  over  the  years. 
And  here  is  a  very  unique  and  historic  opportunity  to  right  that 
wrong. 

The  discrimination  is  particularly  disturbing  since  medical 
science  is  at  a  point  where  mental  health  treatments  are  as  demon- 
strably effective  as  treatments  for  physical  ailments.  So  how  can 
we  as  a  society  ignore  the  potential  economic  benefits  of  cost-effec- 
tively returning  individuals  to  a  ftmctioning  life  and  to  their  jobs? 
We  don't  have  to  guess  about  what  mental  health  and  substance 
abuse  coverage  means  in  terms  of  its  cost  to  society.  It  is  estimated 
that  the  total  economic  cost  of  these  illnesses  is  over  $270  billion 
a  year— $270  billion  a  year  in  lost  productivity  and  direct  treat- 
ment costs  and  other  social  costs. 

I  understand  that  later,  you  will  hear  from  one  company  that  has 
increased  its  mental  health  coverage  at  the  same  time  that  it  has 
lowered  the  costs.  This,  of  course,  is  the  trend,  and  this  is  possible. 
If  this  sounds  coimter-intuitive,  it  is  only  because  we  all  tend  to 
think  based  on  information  from  another  era  that  is  really  outdated 
information.  When  we  think  about  the  jokes  made  in  the  past 
about  people  coming  in  and  lying  on  a  couch  in  a  darkened  room 
with  the  psychiatrist  sitting  there,  and  they  come  for  an  hour  a 
week,  for  50  years,  and  at  the  end  they  are  the  same,  these  are 
outdated  stereotypes.  This  is  no  longer  the  reality  of  what  is  going 
on  with  our  people. 

We  also  \shoT  under  an  outdated  stereotype  that  is  unfair  where 
folks  will  say,  "We  can't  afford  to  pay  for  mental  health  treatments. 
Aren't  we  talking  about  straight  jacketed  people  in  State  hospitals 
who  don't  have  a  prayer  of  getting  out?"  No,  that  is  not  true,  ei- 
ther. 
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While  it  is  premature  to  discuss  the  work  of  the  Mental  Health 
Working  Group  of  the  President's  Health  Care  Reform  Task 
Force — and  there  will  be  a  time  and  a  place  for  that  very  soon — 
I  do  want  to  tell  you  that  it  has  been  thrilling  to  be  part  of  a  proc- 
ess that  has  been  very  open  and  where  mental  health  concerns 
have  been  analyzed  and  debated  on  par  equally  with  all  the  other 
health  care  concerns.  And  I  consider  this  to  be  a  revolutionary  step 
in  the  right  direction. 

The  final  plan  may  not  contain  everything  that  I  want  or  that 
you  would  want — anyone  who  is  passionate  about  any  aspect  of 
health  care,  I  suppose  has  to  be  prepared  for  a  certain  amount  of 
give  and  take — ^but  the  process  itself  has  been  remarkable.  The 
feeling  that  the  time  for  health  care  reform  has  finally  arrived,  and 
the  Mental  Health  Working  Group's  openness  have  brought  to- 
gether an  unprecedented  number  of  diverse  mental  health  groups 
who  have  come  together  in  a  unified  way,  in  a  spirit  of  cooperation, 
I  have  never  seen — ^because  they  are  motivated,  and  they  under- 
stand that  now,  finally,  there  really  is  a  chance  that  people  will  un- 
derstand and  will  correct  the  discrimination  and  will  bring  a  sense 
of  fairness  into  the  health  care  debate. 

This  united  firont  actually  gives  me  a  great  deal  of  hope  that 
when  the  final  package  is  presented  to  Congress,  these  groups  will 
be  able  to  overcome  uie  naysayers  who  use  this  outdated  informa- 
tion I  have  mentioned  in  the  past,  and  bring  out  the  stereotypical 
bogeymen  to  scare  decisionmakers  and  the  public  about  mental 
health.  The  information,  the  knowledge,  and  the  realities  of  mental 
health  care  and  mental  health  issues  among  the  public  today  stand 
for  trutii  and  will  stand  in  the  face  of  those  tactics. 

For  some  of  you  and  your  constituents,  improving  the  mental 
health  care  of  Americans  has  been  a  dream  for  manv  vears.  I  know 
that  is  certainly  true  of  you.  Senator  Kennedy,  and  for  many  oth- 
ers--Senator  Dodd — all  of  you  really  have  cared  about  this.  And  I 
think  it  is  now  time  to  really  join  together  in  a  bipartisan  effort 
to  get  something  done. 

I  think  that  the  mandate  of  the  election,  no  matter  whether  you 
are  Democrat  or  Republican  or  Independent  or  what,  the  mandate 
of  the  election  this  year  was  for  change,  bold  change,  and  one  of 
the  top  issues  was  health  care,  and  that  means  people  want  fun- 
damental health  care  reform.  And  since  mental  health  affects  one 
in  four  American  families,  that  is  included.  People  want  to  see 
some  change  there  where  there  has  not  been  any. 

In  preparing  for  today's  hearing,  I  read  the  testimony  of  Rosalyn 
Carter  before  one  of  your  subcommittees  in  1979.  She  has  done  a 
tremendous  amount  of  work,  both  as  First  Lady  and  now  with  the 
Carter  Center,  to  try  to  advance  the  cause  of  mental  health.  Her 
words  troubled  me  a  little  bit  because  they  were  so  similar  to  what 
I  am  saying  today.  What  is  wrong  is  so  little  has  changed  that  I 
can  say  virtually  the  same  thing  to  you  today  that  she  said  14 
years  ago?  Why  must  we  repeat  pleas  for  basic,  simple  justice? 

I  Uiink  that  while  hearings  are  a  good  start,  and  I  applaud  you 
for  holding  them— the  open  debate  and  the  Health  Care  Task  Force 
findings  are  going  to  provide  a  historic  opportunity,  I  hope,  to 
present  mental  health  care  as  part  of  health  care  reform — before 
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closing,  I  would  like  to  just  mention  a  few  things  about  the  chil- 
dren and  the  parents  whom  I  have  worked  with  over  the  years. 

We  now  have  a  health  care  system  that  is  so  discriminatory 
against  those  with  mental  health  issues  that  parents  are  forced  to 
give  up  custody  of  their  children  in  many  States  just  to  get  cov- 
erage for  their  kids.  They  are  forced  to  give  up  custody — 7  and  8- 
year-old  children  are  sent  out  of  State  into  a  hospital  because  of 
the  wav  the  system  has  evolved.  It  is  insurance-driven,  and  it  is 
the  only  way  they  can  get  any  help.  This  is  wrong.  In  the  first 
place,  it  you  nave  a  child  who  has  a  mental  health  issue,  you  ought 
to  be  given  tJie  same  kind  of  compassion  and  treatment  from  your 
neighbor  and  from  your  hospital  and  your  doctor  and  your  insurer 
as  the  parent  of  a  child  witii  a  physical  illness.  That  came  home 
to  me  when  my  son  was  injured.  He  had  physical  injuries,  and  ev- 
erybody could  ask,  "How  is  the  broken  leg?"  and  so  on.  Then  I  have 
my  friends,  who  have  children  who  have  nad  a  mental  health  issue, 
and  first  of  all,  they  have  to  deal  with  the  stigma  where  nobody 
really  wants  to  talk  about  it,  it  is  in  the  closet,  they  don't  have 
help.  They  have  to  fight  for  funding;  they  have  to  fight  to  find  out 
what  programs  are  available  for  tnem.  And  that's  not  right,  be- 
cause it  is  just  as  painful  an  illness — in  fact,  in  many  ways,  more 
so — as  an  illness  where  you  can  look  at  a  broken  bone. 

And  if  we  are  going  to  be  enlightened  Americans  facing  the  21st 
century,  then  it  is  really  time  that  we  bring  our  public  policy  where 
mental  health  is  concerned  into  line  with  reality,  and  the  informa- 
tion and  the  medical  knowledge  that  we  have,  and  begin  to  be  com- 
passionate in  treating  families  and  children  who  must  deal  with 
this  kind  of  an  issue. 

So  I  applaud  you  for  going  in  the  right  direction,  and  I  certainly 
hope  that  we  will  see  fundamental  change  and  a  bipartisan  spirit 
of  cooperation  that  can  really  do  much  to  improve  the  lives  of  a 
group  of  Americans  who  have  systemically  been  discriminated 
against  unfairly  for  years.  It  is  time  to  right  that  injustice. 

Thank  you. 

The  Chairman.  Very  good,  and  I'm  sure  you  are  going  to  be  as 
persuasive  with  the  task  force  as  you  are  with  us. 

[The  prepared  statement  of  Mrs.  Grore  follows:] 

Prepared  Statement  of  Tipper  Gore 

Thank  you  Mr.  Chairman  for  the  opportunitv  to  be  here.  And  to  you,  Senator 
Kassebaum,  and  the  rest  of  the  committee  members  for  the  interest  you  have  dem- 
onstrated by  holding  this  hearing.  It  is  a  special  honor  to  appear  with  Senator  Do- 
menici  who  long  has  been  an  advocate  for  mental  health  care. 

I  am  honored  to  have  this  opportunity  to  talk  about  the  remarkable  and 
unheralded  changes  that  have  taken  place  in  the  mental  health  and  substance 
abuse  field  over  flie  past  few  years.  Thinking  back  to  when  I  was  a  graduate  stu- 
dent studying  psychology  at  Peabody  College  in  Nashville,  Tennessee,  there  has 
been  a  revolution  in  almost  every  phase  of  the  diagnosis  and  treatment  of  these  ill- 
nesses since  I  was  reading  Freud  and  Skinner. 

But  during  this  time  of  exciting  advances,  there  has  not  been  a  commensurate 
change  in  the  services  for,  or  attitudes  toward,  the  mentally  ill.  It  is  clear  to  me, 
that  public  policy  has  not  caught  up  with  medical  reality.  For  examplel  a  commonly 
accepted  practice  for  treating  schizophrenia  is  often  the  combination  of  medication, 

ftsycnosocial  interventions,  and  community  treatment  teams,  if  necessary.  Recovery 
rom  substance  abuse  is  often  handled  in  the  community  or  on  the  job. 

It  is  no  longer  the  case  that  individufds  with  these  disorders  must  be  hospitalized 
for  treatment.  The  existence  of  cost-effective  treatments  should  be  paralleled  by  a 
change  in  policy. 
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My  goal  is  the  same  as  millions  of  Americans  and  their  families  whose  lives  are 
touched  by  mental  illness  and  substance  abuse,  who  firfit  daily  to  eliminate  the  in- 
equities that  stand  in  the  way  of  improving  mental  health  care  and  the  lives  of 
those  who  need  it. 

Basic  to  the  changes  that  must  be  made  is  the  elimination  of  the  stigma  sur- 
rounding mental  illnesses.  The  reality  is  that  one  in  four  individuals  will  experience 
mental  Ulness  during  their  lifetime.  This  means  mental  illness  cuts  across  all  lines 
in  our  society. 

Mental  illness  even  touches  the  lives  of  politicians:  Abraham  Lincoln  struggled 
with  depression;  Winston  Churchill  is  known  to  have  had  manic-depressive  illness; 
and  as  you  know,  your  former  Senate  colleague,  Governor  Lawton  Chiles,  has  done 
much  to  dispel  myths  surrounding  mental  illness  by  making  his  own  depression  and 
treatment  public. 

Substance  abuse  disorders  cause  and  contribute  to  a  wide-range  of  other  health 
and  mental  health  problems.  Substance  abuse  often  plays  a  role  in  violence,  intra- 
family  abuse,  accidents,  suicides  and  inter-generational  vulnerability.  Former  First 
Lady,  Betty  Ford  and  former  Senator  Harold  Hughes  have  done  much  to  educate 
America  about  the  impact  of  substance  abuse. 

Among  your  constituents,  about  6  percent  receive  treatment  from  mental  health 
or  substance  abuse  specialists  during  a  year.  Over  52  million  Americans  have  been 
diagnosed  as  having  some  sort  of  mental  health  issue  in  any  given  year.  If  more 
of  the  public  were  aware  of  who  among  the  people  they  work  with,  go  to  school  and 
church  with,  who  sell  them  lumber  or  groceries,  fill  their  cars  with  gasoline  or  write 
their  wills  suffer  from  mental  illness  and  substance  abuse  ...  I  dont  think 
thw  would  be  as  reluctant  to  seek  help  themselves. 

They  also  would  be  more  likely  to  seek  help  if  they  knew  about  the  tremendous 
improvements  that  have  been  made  in  the  diagnosis  and  treatment  of  mental  ill- 
nesses and  substance  abuse.  As  I  mentioned  earlier,  outpatient  treatment  is  the  rec- 
ommended approach  for  many  of  those  suffering  from  mental  illness  and  chemical 
dependency. 

But  to  make  sure  that  these  new  breakthroughs  are  available  to  everyone,  the  tre- 
mendous inequity  that  exists  in  our  health  care  system  must  be  eradicated.  It  is 
imperative  that  a  new  standard  of  service  deliveiv  systems  be  developed.  We  can 
no  longer  justify  why  in  some  areas  there  are  multiple  centers  for  open  heart  sur- 
gery and  no  conmiunity-based  mental  health  center.  We  need  to  establish  a  health 
care  system  that  regards  mental  health  issues  as  treatable  illnesses. 
Let's  examine  the  institutional  discrimination. 

I  have  raised  more  than  a  few  eyebrows  by  using  the  analogy  that  mental  health 
issues,  such  as  manic  depression,  should  be  treated  the  same  as  diabetes.  Both  are 
treatable  conditions.  Both  can  be  well  managed  with  medicine.  People  sufiering  from 
depression  can  avoid  expensive  hospitalization  with  the  correct  diagnosis  and  treat- 
ment. The  life  of  an  individual  diagnosed  as  manic  depressive  can  be  normalized 
through  careful  medication  in  Coiyunction  with  regular  out-patient  monitoring.  The 
same  is  true  of  a  person  who  uses  insulin  to  regulate  his  or  her  blood  sugar  level. 
The  same  outrage  expressed  when  we  are  confronted  by  race  or  sex  discrimination 
must  be  voiced  to  expose  the  difference  between  how  physical  and  mental  illnesses 
traditionally  have  been  viewed  by  our  health  care  industry.  It  is  a  case  of  the  medi- 
cal-industrial complex  systematically  refusing  to  approach  mental  health  with  fair- 
ness and  justice. 

This  discrimination  is  particularly  disturbing  since  medical  science  is  at  a  point 
where  mental  health  treatments  are  as  demonstrably  effective  as  treatments  for 
physical  ailments.  How  can  we  ignore  the  potential  economic  benefits  of  cost-effec- 
tively returning  individuals  to  productive  jobs? 

We  dont  have  to  guess  about  what  mental  health  and  substance  abuse  coverage 
means  in  terms  of  costs  to  society.  It  is  estimated  that  the  total  economic  cost  of 
these  illnesses  is  over  270  billion  dollars  per  year.  This  includes  lost  productivity, 
direct  treatment  costs  and  social  costs.  i       v       • 

I  understand  that  we  will  hear  from  at  least  one  company  today  that  has  in- 
creased its  mental  health  coverage  and,  at  the  same  time,  lowered  its  costs.  If  this 
sounds  counter  intuitive,  it  is  only  because  we  all  tend  to  think  based  on  out  dated 
information  from  another  era.  ,  ,    «r    i  •       /-t 

While  it  is  premature  to  discuss  the  work  of  the  Mental  Health  Workmg  Group 
of  the  President's  Health  Care  Reform  Task  Force  .  .  .  there  will  be  a  time  and 
place  for  that  ...  I  do  want  to  tell  you  how  thrilled  I  have  been  to  be  a  part 
of  a  process  whidi  has  analyzed  and  debated  mental  health  on  par  with  other  health 
issues. 
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The  final  plan  may  not  contain  everything  I  would  like  it  to — anyone  who  is  pas- 
sionate about  any  aspect  of  health  care  must  be  prepared  for  that.  But  the  process 
itself  has  been  a  remarkable  experience. 

The  feeling  that  the  time  for  health  care  reform  has  fmally  arrived  and  the  Men- 
tal Health  Working  Group's  openness  have  brought  together  an  unprecedented  num- 
ber of  diverse  mental  health  groups.  This  united  front  gives  me  great  hope  that 
when  the  final  padcage  is  presented  to  Congress,  these  groups  will  be  able  to  over- 
come the  nei^  sayers  who  use  outdated  information  and  stereotypical  bogeymen  to 
scare  decision-makers  and  the  public. 

For  some  of  you,  and  your  constituents,  improving  the  mental  health  of  Americans 
has  been  a  dj«am  for  years.  The  dream  didn't  start  for  many  of  us  with  President 
Clinton's  health  care  reform  effort  and  it  will  not  end  with  its  passage.  It  is  a  life- 
long endeavor  because  the  problem  is  so  complex,  and  for  some,  so  personal. 

In  preparing  for  today's  nearing,  I  read  testimony  bv  Rosalyn  Carter  before  one 
of  your  subcommittees  in  1979.  Her  words  troubled  me  because  they  were  so  similar 
to  what  I  have  said  here  today.  What  is  wrong  if  so  little  has  changed  in  the  inter- 
vening 14  years  that  we  must  repeat  our  pleas? 

Itiunk  we  must  do  more  than  hold  hearings  and  mutter  about  terrible  tragedies. 
There  is  no  reason  why,  in  another  14  years,  the  spouse  of  the  President  or  Vice 
President  should  be  sitting  before  this  committee,  talking  about  how  important  he 
thinks  it  is  to  give  hope  to  America's  fathers  and  mothers,  son  and  daughters,  whose 
lives  are  toudied  by  mental  or  substance  disorders. 

Thank  you. 

The  Chairman.  Senator  Domenici. 

Senator  Domenici.  Thank  you  very  much,  Mr.  Chairman,  fellow 
Senators.  It  is  great  to  be  with  you. 

Tipper,  it  is  really  a  pleasure  to  be  with  you.  In  case  you  are 
wondering,  a  little  while  ago,  we  were  chatting,  and  it  was  because 
she  was  wondering  how  come  she  sits  so  tall  in  her  chair,  and  it 
is  because  I  have  a  very  low  chair;  and  she  wEuited  to  swap  with 
me  because  she  didn't  think  we  looked  right.  But  I  am  sure  that 
everybody  knows  I  am  slightly  taller  than  she  physically,  but  clear- 
ly I  nave  a  long  way  to  go  in  terms  of  being  equal  to  her  in  terms 
of  her  presentation  here  today,  and  I  thank  her  so  much  for  it — 
not  just  for  myself,  but  for  the  millions  of  Americans  who  suffer 
from  mental  illness,  and  in  particular  the  2.5  to  3  million  people 
suffering  from  severe  mental  illnesses,  and  111  talk  about  that  in 
a  moment. 

I  thank  you  also,  Tipper,  for  mentioning  my  wife.  Clearly,  both 
of  as  are  committed  to  the  cause  of  eliminating  discrimination  and 
providing  equitable  treatment  for  the  American  people  who  suffer 
from  severe  mental  illness.  Our  commitment  stems  from  the  fact 
that  one  of  our  children — as  some  of  you  know,  we  have  eight— one 
of  our  children  has  a  lingering  severe  illness.  It  is  about  as  frus- 
trating as  anything  you  could  have,  but  it  has  been  sort  of  a  God- 
send in  the  sense  that  I  don't  know  that  I  would  be  here,  and  I 
don't  know  that  I  would  have  met  2,000,  3,000,  4,000  parents  and 
relatives  of  severely  mentally  ill  people.  And  as  my  friend  Dave 
Durenberger  once  said,  who  knows — with  all  the  yakking  about  fis- 
cal policy  and  deficits  and  the  like,  maybe  this  effort  on  my  part 
might  be  more  important  than  all  that  in  the  long  run.  So  let  me 
talk  with  you  a  little  bit. 

Frankly,  while  great  strides  are  being  made  in  finding  out  how 
to  diagnose  people  with  severe  mental  illness,  and  while  our  sci- 
entists are  developing  some  very  exciting  new  approaches  to  treat- 
ment, there  is  no  question  but  tnat  the  new  civil  rights  issue  in  the 
United  States,  in  my  humble  opinion,  is  civil  rights  for  the  severely 
mentally  ill. 
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There  are  more  severely  mentally  ill  people  in  county  and  city 
jails  and  prisons  than  any  other  setting  in  the  country.  County  jails 
are  loaded  with  them.  Go  ask  your  sheriff.  They  don't  know  what 
to  do  with  them.  The  judges  don't  know  what  to  do  with  them. 
They  will  end  up  in  a  few  years  out  of  their  jurisdiction,  and  many 
of  them  will  be  in  the  prisons  of  America— or  dead. 

It  seems  to  me  tiiat  we  take  great  pride  as  a  people  in  being  fair. 
But  I  guarantee  you  that  to  this  point  in  our  history,  with  our 
great,  great  compassion  as  a  nation  and  our  great  talent  for  science 
and  technology  and  medicine,  there  is  one  group  of  Americans  that 
has  been  discriminated  against  and  dealt  with  unfairly  even  to  this 
day.  Look  at  any  insurance  policy  covering  small  groups  or  large 
companies,  and  you  will  find  that  there  is  not  a  single  one  that  cov- 
ers schizophrenia,  severe  mental  illness,  in  the  same  way  that  it 
covers  a  severe  illness  like  diabetes  or  a  heart  condition. 

There  has  grown  up  in  the  past  a  tendency  to  put  a  cap  on  this 
treatment,  but  not  the  others.  In  fact,  I  think,  Mr.  chairman,  it  is 
fair  to  say  that  in  most  private  insurance  now,  you  can't  expect 
more  than  $50,000  worth  of  coverage  for  life,  not  for  a  year  or  2 
years.  If  you  stay  with  the  same  company,  you  have  got  to  add  up 
the  costs  for  your  17-year-old  who  is  now  23,  and  you  haven't  quite 
fixed  the  schizophrenia — there  are  in-and-out  periods,  and  there  is 
a  new  drug,  Clozadine,  that  if  you  can  get  it,  costs  $10,000  a  year, 
and  it  might  work.  All  of  that  is  not  because  insurance  companies 
are  bad,  or  this  is  their  fault.  Frankly,  when  one  company  started, 
they  all  had  to  follow,  because  obviously,  people  went  shopping, 
and  if  they  weren't  covered  under  one  company.  Senator  Dodd,  they 
all  migrated  to  the  company  with  coverage,  and  pretty  soon  we 
found  that  no  companies  wanted  to  bear  the  burden  because  the 
other  companies  weren't. 

Now,  I  don't  say  that  because  I  am  an  expert  at  any  of  that,  but 
I  think  the  time  has  come  to  take  hold  of  this  issue  and  to  say 
enough  is  enough,  and  we  need  fairness  and  equitable  treatment, 
no  more,  no  less  than  we  give  to  other  severe  illnesses. 

I  hear  so  many  people  say,  "We  can't  afford  that."  There  is  an- 
other group  of  uninformed  people  who  say  we  don't  know  what  we 
are  talking  about.  There  is  another  group  of  people  who  say,  "There 
is  no  real  cure.  What  are  you  talking  about— just  an  open-ended 
sort  of  thing.  Nobody  knows  whether  these  drugs  and  medicines 
and  treatments  work  or  not." 

Well,  let  me  tell  you,  everybody  working  on  health  care  ought  to 
get  this  small  report  issued  by  the  National  Institute  of  Mental 
Health  at  the  mandate  of  the  U.S.  Senate.  An  appropriations  bill 
said  give  us  an  evaluation  of  the  cost  and  the  efficacy  of  treatment 
for  the  severely  mentally  ill  people.  You  will  be  shocked  to  find  out 
that  the  efficacy  of  treatment  for  illnesses  like  bipolar  disorder, 
major  depression,  schizophrenia,  obsessive-compulsive  conditions, 
and  panic  disorders,  that  the  treatment  success  rate,  Mr.  Chair- 
man, for  all  of  those  is  higher  than  the  efficacy  treatment  for 
angioplasty,  which  you  hear  about  every  day — and  you  pay  maxi- 
mum for  that  kind  of  treatment,  and  nobody  says  only  $25,000  a 
year  if  you  have  a  sick  heart — and  many  other  treatments. 


13 

The  efficacy  of  the  new  course  of  using  modern  medicine  along 
with  environmental  controls  and  therapy  is  more  effective  treat- 
ment for  those  severely  ill  people  than  many  of  the  others. 

Now,  I  ask,  as  we  busy  ourselves  with  a  new  reform  package, 
how  in  the  world  can  we  justify  putting  together  a  minimum  bene- 
fit package  for  our  people,  and  talk  about  severe  illnesses,  and  give 
them  lifetime  coverage  and  almost  no  limits,  and  over  here  say  to 
those  with  diagnosable  severe  mental  illnesses  anything  less? 

I  submit  to  you  that  it  is  not  as  expensive  as  some  would  think, 
either.  If  this  report  is  right,  you  will  cover  the  severely  mentally 
ill  and  treat  their  illness  as  other  severe  illnesses,  on  pari^,  and 
it  will  cost  seven-tenths  of  one  percent  of  what  health  care  is  cost- 
ing today.  The  actual  out-of-pocket  cost  will  be  $6.5  billion,  but  let 
me  tell  you,  that  savings  are  absolutely  incredible. 

I  did  not  know — and  it  certainly  will  be  of  interest  to  the  Finance 
Committee  of  the  United  States  and  to  this  committee— ^that  25 
percent  of  the  American  people  who  are  getting  SSI  disability  are 
getting  that  disability  on  the  basis  of  severe  mental  illness.  That 
IS  a  rather  significant  fact.  That  means  that  the  billions  of  dollars 
we  are  paying  under  that  program  of  disability  under  Social  Secu- 
rity, that  there  is  no  other  place  for  these  people  to  get  help.  Their 
parents  are  desperate.  Many  of  them  have  gone  broke  trying  to 
treat  their  children.  Many  of  them  have  had  their  hearts  absolutely 
burst  wide  open  because  their  schizophrenic  or  manic-depressive 
child  is  all  of  a  sudden  out  of  control,  ends  up  doing  small  things 
and,  ultimately,  very  big  thin^^  that  put  them  in  jails  and  prisons. 
And  if  you  are  looking  lor  a  disease  tnat  kills,  then  look  at  the  sui- 
cide rate  and  find  out  what  it  comes  from. 

So  these  illnesses  have  every,  single  criteria  of  severe  illness. 
Does  it  cause  death?  Yes,  it  causes  death — suicides,  by  the  hun- 
dreds of  thousands.  That  is  death.  Does  it  go  on  a  long  time?  Yes, 
it  does.  You  probably  don't  get  cured  from  either  manic  depression, 
schizophrenia,  or  many  of  uie  other  severe  illnesses.  You  probably 
get  them  under  control.  But  it  is  also  obvious  that  if  you  do  not 
treat  them  early,  they  are  worse,  and  if  you  don't  treat  them  regu- 
larly, they  come  back,  and  they  are  just  taunting,  haunting  dis- 
eases. 

You  read  about  people  who  have  depression  who  are  athletes  in 
the  United  States,  and  you  wonder  why  are  we  so  far  behind  in 
knowledge.  I  read  about  Dennis  Rodman,  a  great  basketball  player 
witJi  the  Detroit  team,  one  of  the  greatest  defensive  players 
around,  and  you  don't  have  to  be  a  genius  to  read  three  sports  sto- 
ries about  him  and  want  to  get  in  an  airplane  and  go  over  and  tell 
his  manager,  "The  man  is  a  depressive.  Take  him  to  a  doctor,  and 
he  will  be  put  on  a  street  of  recovery  quickly."  It  took  them  4  or 
5  years  to  find  out  about  tiiis  great  athlete,  who  threatened  suicide 
aHout  every  3  or  4  months  during  the  season.  The  last  one,  he  was 
sitting  around  in  a  pickup  truck  with  a  rifle  up  next  to  his  neck. 
I  don^  know  that  you  all  know  that  about  this  great  athlete,  and 
I  wouldn't  be  saying  it  if  it  weren't  public,  lliey  finally  said, 
"Maybe  he  is  depressive." 

We  read  the  account — I  handed  it  to  my  wife  and  said,  "Read 
this."  We  both  said,  "Why  don't  they  take  him  to  a  psychiatrist  who 
understands  the  new  medicines  and  treatments?"  And  God  willing. 
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on  that  one,  they  finally  did,  and  it  turned  out — ^he's  still  got  some 
fimny  qualities  about  him,  but  we  all  understand — ^when  people  are 
sick,  they  aren't  normal.  When  you  are  sick  with  diabetes,  you  have 
some  problems. 

So  I  come  before  you  today  to  tell  you  we've  got  CTeat  support 
in  this  institution.  'There  are  15  Senators  on  a  bill  that  says  stop 
discriminating  against  the  severely  mentally  ill.  And  it  says  also 
start  treating  them  exactly  the  same  for  insurance  coverage  and 
Federal  Government  coverage  as  you  treat  other  people  with  severe 
illnesses. 

Now,  there  are  going  to  be  questions  raised  about  how  do  you  de- 
fine this.  Let  me  suggest  to  you  that  we  cannot  use  that  as  an  ex- 
cuse. We  can  define  it  either  by  the  known  title  of  certain  of  the 
severe  mental  illnesses,  or  we  can  define  it  by  function,  or  both.  In 
all  instances,  well  come  out  with  no  more  or  no  less  than  what  we 
attribute  to  other  severe  illnesses  by  way  of  the  functional  qualities 
of  the  disease. 

Now,  I  don't  think  we  ought  to  let  anybody  say,  as  we  try  to  fix 
the  health  care  system,  that  we  can't  afford  it.  Let  me  say  to  you 
I  am  absolutely  ready  to  say  if  we  can't  afford  this,  then  everybody 
else  takes  a  little  less.  What  in  the  world  is  the  use  of  saying  give 
one  group  of  sick  people  maximum  coverage,  and  put  the  mentally 
ill  out  into  the  streets  of  America  to  add  to  the  homeless  popu- 
lation? 

And,  Mr,  Chairman,  for  those  who  are  worried  about  homeless- 
ness  in  the  United  States,  let  them  understand  you  will  not  fix 
homelessness  as  long  as  you  don't  have  a  health  care  program  that 
treats  the  mentallv  ill.  You  see  it,  I  see  it,  you  see  it  in  the  inter- 
views. Those  people  are  ill.  We  don't  want  to  put  them  back  in  the 
insane  asylums  of  the  past.  That  was,  "Good  riddance."  But  clearly, 
we  haven't  solved  the  problem.  It  is  "Good  riddance"  not  to  keep 
them  in  jails  like  animals,  but  shame  on  America  to  turn  them  out 
on  the  streets  and  not  do  anything  significant  as  a  nation  to  assure 
their  parents  that  they  don  t  have  to  go  broke  trying  to  get  them 
treatment,  and  to  not  have  enough  resources  in  the  system  to  cause 
doctors  to  set  up  the  right  kinds  of  clinics  and  facilities,  because 
indeed  there  is  a  resource  to  pay  them,  but  rather  to  say  let's  do 
the  other  things  that  we  can  do,  and  let's  do  this  later,  or  not  do 
it  at  all. 

So  I  came  here  today  prepared  to  talk  more  about  how  we  ou|^t 
to  do  this,  but  I  believe  you  all  are  smart  enough  to  know  how  we 
ought  to  ao  it.  I  come  here  today  to  tell  you  we  ought  to  do  it,  and 
we  must  do  it. 

I  am  very  pleased  with  the  preliminary  reports  that  I  get  from 
the  White  House,  in  particular  from  Mrs.  Clinton  when  she  briefed 
all  of  us.  She  was  very  precise  about  this  and  said  at  that  date  the 
plan  intends  to  cover  mental  illness.  I  did  not  have  a  chance  to  ask 
a  question  because  I  was  one  of  the  late  arrivers,  so  I  wrote  her 
a  note  that  said,  "Thank  you  for  that,  and  I  am  ready  to  work  with 
you,"  and  I  got  a  phone  call  rather  quickly,  and  on  this  aspect  of 
the  plan,  I  am  onboard.  We  are  going  to  work  together  to  try  to 
get  file  right  language  and  try  to  get  the  excuses,  and  those  who 
are  always  naysayers  on  these  kinds  of  things,  to  reduce  their 
numbers  to  an  extreme  minority  around  here. 
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There  are  many  other  people  we  should  thank,  and  manv  institu- 
tions and  organizations,  and  I  iust  want  to  cite  two  of  them,  Mr. 
Chairman  and  fellow  Senators.  The  National  Alliance  for  the  Men- 
tally 111  is  a  fantastic  organization,  working  hard  to  break  the  stig- 
ma and  working  very  hard  to  provide  people  with  service  informa- 
tion, and  last  but  not  least,  they  are  nuge  promoters  of  more  re- 
search and  better  ways  to  treat.  We  all  know  there  are  new  man- 
agement schemes;  tJie  case  management  technique  is  absolutely 
necessary,  and  that  kind  of  treatment  has  to  be  covered. 

The  American  Psychiatric  Association,  which  endorses  the  con- 
cept of  my  mandate  bill  which  has  15  Senators  on  it,  Democrat  and 
Repubhcan — I  thank  tJiem  for  their  support.  They  are  going  to  be 
here,  trying  to  help  you  and  back  you  up  as  you  attempt  to  do  jus- 
tice in  tnis  case. 

I  thank  all  of  the  Senators  who  are  here  and  those  who  have  lis- 
tened to  me,  and  as  I  present  this  case  is  an  effort  to  gather  sup- 
port, thanks  to  all  of  you. 

And  last  but  not  least,  to  my  good  friend  Senator  Wellstone — he 
was  obviously  just  kidding  about  my  not  doing  anything  right — is 
that  correct? 

Senator  Wellstone.  That  is  correct. 

Senator  Domenici.  Thank  you  very  much.  I  knew  that  I  would 
get  him  to  say  that  after  I  talked.  [Laughter.] 

Thank  you  very  much,  Mr.  Chairman. 

The  Chairman.  Thank  you  very  much,  Senator  Domenici. 

Many  of  us  who  have  heard  you  speak  on  this  issue,  not  only  in 
hearings  and  on  the  floor  of  tne  U.S.  Senate,  but  in  those  quiet 
meeting^  where  you  have  been  working  to  gather  support  for  this 
position,  are  always  enormously  impressed  not  only  by  your  knowl- 
edge and  your  sense  of  commitment  on  this,  but  your  genuine  com- 
passion and  emotion  for  it.  I  think  it  is  something  that  all  of  us 
can  detect  when  you  speak  to  this  issue,  and  we  are  grateful  for 
all  that  you  do  in  this  area. 

Mrs.  Gore,  let  me  focus  on  childhood  mental  health  problems, 
which  has  been  an  area  of  particular  interest  to  you.  I  talk  to  manv 
members  of  the  health  profession  about  the  special  needs  of  chil- 
dren, particularly  school  children,  and  particularly  inner-city  school 
children.  The  escalation  of  need  has  been  very  dramatic  in  recent 
years  for  a  whole  range  of  different  problems  that  both  of  you 
touched  on.  Could  you  give  us  some  idea  of  the  priority  that  we 
ought  to  give  in  terms  of  trying  to  come  to  grips  with  some  of  the 
mental  health  issues  that  are  facing  our  children,  not  only  in  the 
inner  cities,  but  across  the  country  problems  like  broken  families, 
and  so  on,  and  what  sorts  of  things  should  we  be  thinking  about 
doing? 

Mrs.  Gore.  First  of  all,  they  should  all  receive  insurance  cov- 
erage and  have  a  service  delivery  system  in  their  community.  So 
it  would  help  if  they  were  all  covered  by  insurance,  number  one, 
and  had  access  to  care  in  their  community,  in  their  school  when 
possible,  and  if  we  as  a  society  took  a  holistic  approach  instead  of 
a  fragmented  approach  to  the  child 

The  Chairman.  Could  I  just  stop  you  there?  I  don't  want  to  inter- 
rupt, but  you  mentioned  in  the  school.  This  is  an  area  of  great  in- 
terest to  many  of  us,  school-based  systems. 
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Mrs.  Gore.  School-based  systems,  exactly. 

The  Chairman.  This  is  something  that  I  think  is  enormously  im- 
portant. I  noticed  that  then  Governor  Clinton  developed  some  of 
these  kinds  of  facilities  in  Arkansas,  which  I  am  sure  you  are  fa- 
miliar with,  and  you  might  want  to  refer  to  those  as  well. 

Mrs.  Gore.  There  are  innovative  programs,  and  of  course.  Gov- 
ernor Clinton  did  initiate  some  in  the  State  of  Arkansas.  There  are 
some  other  States  that  also  have  done  that,  in  which  they  use  the 
school  as  a  point  where  the  child  already  is,  in  order  to  provide 
services  to  the  child  and  the  family. 

In  general,  the  feeling  is  where  is  a  child  who  is  in  need  of  help. 
Hopemlly,  they  are  in  the  school  system,  or  they  are  in  a  family; 
they  are  in  a  neighborhood,  in  a  community.  We  have  to  take  a 
broad  look  at  the  kids  also  who  are  in  rural  areas,  in  sparsely-pop- 
ulated areas,  as  well  as  in  the  inner  cities.  And  certainly,  what  we 
have  heard  is  that  these  children  deserve  an  array  of  services  that 
are  based  on  an  integrated  approach  in  which  education,  the  child 
welfare  agencies,  the  juvenile  justice  system  all  will  work  together 
to  serve  the  needs  of  tne  child. 

If  you  are  a  black  child  in  this  country  right  now  with  a  mental 
health  issue,  you  come  to  the  attention  not  of  mental  health  provid- 
ers, but  of  the  juvenile  justice  system.  If  you  are  a  Native  American 
child,  you  don  t  get  in  any  system  at  all.  If  you  are  an  Hispanic 
child,  you  are  usually  diagnosed  in  a  language  not  your  own. 

So  we  have  to  create  an  array  of  service  oased  in  a  community, 
in  schools,  in  community  mental  health  centers,  or  community 
health  centers  that  provide  an  array  of  health  care — ^immunizations 
as  well  as  mental  health  services.  We  have  to  have  outreach,  and 
we  have  to  have  professionals  that  are  sensitive  to  cultural  dif- 
ferences, that  are  able  to  talk  to  children  in  their  native  language, 
and  most  importantly,  take  a  holistic,  integrated  approach  to  the 
child.  But  we  have  to  create  these  commimity-based  services  where 
now  they  do  not  exist,  or  we  have  to  expand  on  the  school-based 
services  such  as  those  in  Arkansas  and  Kentucky  and  a  few  other 
States,  where  they  are  doing  a  very  good  job  of  accessing  for  a  child 
and  family  health  care. 

The  Chairman.  You  emphasized  in  your  earlier  remarks  and 
again  now,  support  for  the  delivery  systems  on  health  care.  It  will 
be  enormously  important  to  get  the  health  security  card  that  guar- 
antees it,  but  it  is  also  going  to  be  important  to  have  outreach  in 
those  communities,  in  the  scnools,  and  in  other  health  care  facili- 
ties. This  is  particularly  true  with  regard  to  children. 

Let  me  ask  Senator  Domenici  on  the  mental  health  issue,  do  you 
believe  that  any  national  program  that  provides  coverage  for  these 
services  should  also  have  a  component  that  is  tied  to  research  as 
well?  Is  that  an  essential  aspect?  We  have  talked  about  early  inter- 
vention, outpatient  care,  prevention  and  other  aspects  of  it,  but  do 
you  believe  that  besides  just  treatment  for  mental  health  issues, 
that  any  program  really  worth  its  name,  so  to  speak,  should  also 
have  a  research  component,  and  if  so,  why? 

Senator  Domenici.  Mr,  Chairman,  it  seems  to  me  that  the  most 
signiflcant  breakthroughs  that  are  going  to  occur  with  reference  to 
illness  are  going  to  be  related  to  brain  research  during  the  next  10 
to  20  years,  I  don't  think  there  is  any  question  we  are  right  on  the 
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threshold  of  finding  out,  maybe  in  the  next  decade,  more  about  the 
brain  and  how  it  Amotions  and  does  not  function  than  perhaps  in 
all  of  history.  Whatever  we  do,  we  clearly  have  to  keep  that  re- 
search going,  and  whether  you  put  it  in  the  health  reform  bill,  or 
whether  it  is  the  freestanding  component  which  this  committee 
supports  called  National  Institute  of  Mental  Health,  which  is  an 
NIH  institute  now,  thanks  to  this  committee  and  others,  I  don't 
have  any  preference.  But  clearly,  you  have  got  to  continue  to  fund, 
heavily,  the  brain-type  research  and  research  on  the  severe  mental 
illnesses.  There  is  just  a  lot  to  be  learned  quickly,  and  it  will  save 
a  lot  of  money  and  a  lot  of  trouble  for  people. 

The  Chairman.  My  time  is  up.  We'll  try  and  follow  a  6-minute 
rule. 

Senator  Kassebaum. 

Senator  Kassebaum.  Thank  you,  Mr.  Chairman. 

First,  I  would  like  to  ask  that  statements  of  Senator  Hatch  and 
Senator  Durenberger  be  made  a  part  of  the  record. 

The  Chairman.  They  will  be  made  part  of  the  record. 

[The  prepared  statements  of  Senators  Hatch  and  Durenberger 
follow:] 

Prepared  Statement  of  Senator  Hatch 

Mr.  Chairman,  today,  as  we  open  this  year's  hearings  on  an  issue 
which  ranks  at  the  top  of  our  national  agenda,  health  care  reform, 
it  is  entirely  appropriate  that  we  examine  the  vital  subject  of  how 
to  provide  coverage  for  mental  and  addictive  disorders. 

As  our  witnesses  today  will  underscore,  a  significant  portion  of 
our  population  is  affected  by  mental  and  addictive  disorders.  The 
National  Institute  of  Mental  Health  estimates  that,  in  any  given 
year,  the  full  range  of  mental  disorders  affects  22  percent  of  the 
adidt  population.  But,  in  a  given  year,  only  11  percent  of  the  popu- 
lation seek  some  mental  health  treatment. 

Mental  illness  affects  a  significant  portion  of  our  populace,  and 
treatment  for  the  spectrum  of  mental  disorders  is  costly.  In  1990, 
by  one  estimate,  treatment  of  mental  illness  approached  $67  billion 
in  direct  costs. 

It  is  clear  that  mental  health  coverage  is  an  important  aspect  of 
our  health  care  delivery  system.  And,  it  is  equally  clear  that,  as  our 
government  works  to  improve  America's  health  care  delivery  sys- 
tem, we  must  make  certain  that  people  have  access  to  needed  men- 
tal health  services,  which  are  delivered  in  a  cost-efficient  manner, 
in  the  appropriate  setting,  by  the  appropriate  provider,  with  skill 
and  compassion. 

This  is  a  critical  issue,  as  evidenced  by  our  distinguished  wit- 
nesses today,  including  Mrs.  Tipper  Gore  and  our  colleague  Senator 
Domenici,  both  tireless  fighters  in  the  battle  against  mental  illness. 
I  look  forward  to  reviewing  the  testimony  presented  today. 

Prepared  Statement  of  Senator  Durenberger 

Mr.  Chairman,  I'd  like  to  thank  you  for  calling  this  hearing  on 
the  issue  of  mental  health  and  substance  abuse  coverage  in  rela- 
tion to  health  care  reform.  It  is  essential  that  we  recognize  the 
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value  of  mental  health  and  addiction  treatment  for  individuals'  re- 
covery, for  their  families  and  for  our  communities. 

I  am  pleased  to  welcome  Mrs.  Gore  and  Senator  Domenici  to  our 
hearing,  both  of  whom  have  long  been  active  in  this  field. 

We  all  agree  on  our  goal  in  nealth  reform — ^universal  access  to 
superior  quality,  cost-effective  care  through  universal  coverage  of 
financial  risk.  The  challenge  is  to  design  a  health  care  system  that 
can  deUver  on  this  promise,  at  a  price  Qie  Nation  can  afford. 

I  have  been  active  in  mental  health  issues  for  30  years.  My  fam- 
ily and  I  have  personally  experienced  the  illness  associated  with 
mental  health  and  addiction. 

As  the  issue  of  cost  containment  figures  more  prominently  in  our 
discussions  of  health  reform,  some  mental  health  advocates  may 
feel  that  their  hard  fought  efforts  to  expand  insurance  coverage  are 
being  threatened.  It  is  essential  that  advocates  understand  the  con- 
text in  which  the  debates  about  coverage  will  occur. 

It  is  clear  that  there  should  be  rigorous  review  of  all  benefits  on 
the  basis  of  outcomes  and  effectiveness  data.  Mental  health  cov- 
erage will  be  subject  to  critical  evaluation  as  well.  But  evaluating 
mental  health  coverage  will  be  challenging — we're  still  not  sure 
what  the  problem  is,  what  works  and  what  doesn't,  whether  we're 
indeed  helping. 

The  good  news  is  that  mental  health  services  research  is  begin- 
ning to  progress  in  this  area.  There  are  a  number  of  new  develop- 
ments in  the  field  of  mental  health  outcomes  measurement.  The 
Agency  for  Health  Care  Policy  and  Research,  whose  charge  is  to  de- 
velop treatment  guidelines,  and  the  National  Institute  of  Mental 
Health  are  providing  funding  for  a  5-year  study  on  schizophrenia 
outcomes  research.  This  year  the  AHCPR  will  release  clinical  prac- 
tice guidelines  for  major  depression. 

In  Minnesota,  the  Minnesota  Department  of  Human  Services 
Chemical  Dependency  Program  Division  is  using  a  protocol  called 
the  Chemical  Dependency  Treatment  Accountabihty  Plan.  It  will 
provide,  for  the  first  time,  essential  information  on  the  type  of  indi- 
vidual who  is  going  into  treatment,  what  treatment  they  are  receiv- 
ing— including  the  kind  of  counseling  sessions,  therapy,  and  A-A. 
lectures — and  whether  It  Is  residential  or  out-patient.  This  protocol 
is  far-reaching  in  providing  outcomes  information  based  on  follow- 
up  visits. 

Research  is  also  being  done  in  both  academic  and  corporate  set- 
tings. Researchers  at  the  Centers  for  Mental  Healthcare  Research 
at  the  University  of  Arkansas  have  developed  an  outcomes  meas- 
urement system  for  major  depression,  and  other  disease  specific  re- 
search is  ongoing.  In  addition,  the  National  Association  of  Private 
Psychiatric  Hospitals  is  conducting  a  project  to  help  members  de- 
velop critical  indicators  to  monitor  and  compare  treatment  pat- 
terns. Executives  from  about  45  managed  mental  health  firms  are 
forming  a  consortium  to  develop  standard  outcomes  measurements 
as  well. 

Designing  an  ongoing  process  of  decision  making  for  all  health 
benefits,  including  mental  health  benefits,  will  be  challenging. 
These  benefits  should  be  reevaluated  constantly  as  information  on 
effectiveness,  managed  care,  and  outcomes  continues  to  accumu- 
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late.  This  information  will  be  critical  to  health  care  reform  eval- 
uators. 

My  view  is  that  all  Americans  should  own  an  Accountable  Health 
Plan — tiiat  the  Accountable  Health  Plan  (or  AHP)  should  guaran- 
tee access  to  comprehensive  services  required  to  maintain  health  as 
it  Is  most  broadly  defined,  and  to  diagnose  and  remedy  failures — 
that  the  fee  for  service  system  is  unhealthy  and  must  be  replaced 
by  a  system  that  Is  capitated  to  AHPs,  placing  the  monetary  risk 
on  providers. 

Mental  health  and  substance  abuse  services  will  face  much  of  the 
same  scrutiny  as  others  in  a  system  deeply  concerned  about  cost 
effective  care.  However,  mental  health  services  confront  lingering 
biases.  Inevitable  uncertainty,  subjective  diagnosis  and  treatment, 
and  widely  divergent  coverage  policies  in  both  the  private  and  pub- 
lic sector.  Although  the  challenges  are  similar,  they  may  be  even 
more  significant  for  mental  health  services  and  substance  abuse 
treatment  researchers. 

We  commend  those  caring  individuals  who  serve  the  needs  of  the 
mentally  ill  in  our  society.  Many  of  these  issues  of  mental  health, 
however,  reflect  the  ills  of  our  society:  violence,  poverty,  and  so 
on — and  will  not  be  solved  by  individual  medical  services.  On  the 
medical  front,  we  must  work  to  understand  both  the  benefits  and 
the  limitations  of  extending  mental  health  coverage.  We  must  try 
to  understand  what  works  and  what  doesn't,  what  will  help  and 
what  won't,  and  sadly,  what  we  can  and  can't  afford.  This  Is  a  chal- 
lenge for  all  providers  of  services,  not  just  mental  health  profes- 
sionals. 

Senator  Kassebaum.  And  I  would  just  say  that  there  could  not 
be  two  more  powerful  and  persuasive  advocates  than  Mrs.  Grore 
and  Senator  Domenici — ^and,  I  would  add,  Mrs.  Domenici;  her 
thoughtful  dedication  to  this  and  understanding  of  mental  health 
and  its  relationship  to  health  care  has  won  many  of  us  over. 

I  think  one  of  the  most  persuasive  arguments  that  you  both  have 
made  today  is  the  fact  that,  with  the  recognition  of  mental  illness 
as  a  health  care  issue,  that  acknowledgment  alone  brings  it  into 
the  arena  in  a  major  way,  and  I  think  that  is  important. 

I  would  juts  suggestion,  Mr.  Chairman,  that  we  spend  $67  billion 
today,  I  believe,  annually,  on  mental  health  issues  in  the  whole 
health  care  arena,  out  of  some  $900  billion.  That  isn't  a  lot,  but  I 
think  you  both  have  touched  on  exactly  how  we  will  deal  with  this. 
And  I  think.  Senator  Domenici,  you  said  we  ought  to  do  it;  how  to 
do  it  perhaps  may  be  more  difficult.  You  have  mentioned  case  man- 
agement techniques,  which  I  think  has  growing  support. 

I  am  a  strong  believer  in  the  fact  that  we  have  to  have  good  out- 
reach. Being  able  to  deal  with  this  through  community  health  cen- 
ters, through  the  whole  network  of  care  for  younger  children  as 
they  have  the  opportimity  to  really  be  recognized  with  a  mental 
health  problem  is,  I  think,  very  important. 

So  Mr.  Chairman,  I  guess  I  am  making  more  of  a  statement  than 
I  have  a  question,  because  I  do  believe  it  has  gpreat  importance.  Ex- 
actly how  we  bring  it  into  a  benefit  package  and  health  reform  is, 
I  think,  something  that  obviously  the  task  force  is  wrestling  with 
as  well  as  everyone  else.  But  the  acknowledgment  of  it  is  some- 
thing with  which  I  think  no  one  will  disagree. 
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Thank  you. 

Mrs.  Gore.  Senator  Kassebaum,  your  statement  brings  to  mind 
a  letter  I  got  from  a  mother  of  a  7-year-old  boy  who  has  attention 
deficit  disorder,  and  he  was  diagnosed  by  the  school.  But  then  the 
mother  had  to  Taake  an  appointment  with  a  psychiatrist,  and  she 
had  to  wait  about  4  months  before  she  could  get  the  appointment, 
and  then  she  foimd  that  the  insurance  would  not  cover  for  the  kind 
of  treatment  that  he  needed. 

So  I  just  wanted  to  point  that  out  in  terms  of  the  kind  of  inte- 
grated approach  that  we  need,  that  here  is  a  mental  health  issue, 
but  it  was  first  flagged  in  the  school  system,  and  then  there  was 
no  mental  health  coverage  in  order  to  get  the  child  the  kind  of  care 
that  he  needed. 

Senator  Kassebaum.  Thank  you. 

Senator  Domenici.  Senator  Kassebaum  and  fellow  Senators,  let 
me  just  suggest  that  while  a  lot  more  is  known  today  than  10  years 
ago,  and  a  lot  different  treatment  is  taking  place,  led  by  case  man- 
agement, clearly,  we  have  a  long  way  to  go.  With  reference  to  the 
medical  profession,  including  that  part  of  it  who  call  themselves 
psychiatrists,  that  too  must  change.  And  I  think  it  might  be  inter- 
esting to  get  the  National  Institute  of  Mental  Health  and  some  of 
the  doctors  who  understand  the  new  treatment  in  here  and  see 
whether  our  medical  schools  are  moving  sufficiently  forward.  You 
know,  I  am  not  here  to  criticize  the  old  way  to  treat  severe  mental 
illness,  but  it  has  clearly  changed  dramatically.  Tipper  alluded  to 
the  fact  that  you  don't  send  people  off  for  a  year  or  two  to  an  asy- 
lum anymore,  even  with  the  most  severe  of  these  illnesses — ^there 
are  a  few,  perhaps,  when  it  is  absolutely  necessary.  But  we  have 
to  make  sure  that  the  medical  profession  and  the  schools  are  mov- 
ing in  that  direction,  too,  so  that  we  don't  take  forever  even  when 
we  cover  these  people  under  our  reform  package  to  get  the  most 
modem  kind  of  treatment. 

Senator  Kassebaum.  Thank  you. 

The  Chairman.  Thank  you  very  much. 

Senator  Pell. 

Senator  Pell.  Thank  you,  Mr.  Chairman. 

I  would  agree  with  Senator  Kassebaum  that  when  you  have  Mrs. 
Grore  and  Senator  Domenici  here  in  force  and  in  partnership  that 
that  is  a  pretty  heavy  expression  of  view.  In  this  regard,  I  hope  vou 
are  successful  in  making  sure  that  in  the  President's  health  plan, 
mental  illness  and  health  are  included;  I  wish  you  success  in  that. 

I  would  also  like  to  welcome  Dr.  Danna  Mauch,  who  has  worked 
in  our  State  for  many  years  and  is  now  working  in  Massachusetts 
as  a  partner  to  my  cousin  Kitty  Pell. 

So  I  wish  you  well  and  success,  and  I  look  forward  to  perusing 
the  hearing  record. 

Thank  you,  Mr.  Chairman. 

[The  prepared  Statement  of  Senator  Pell  follows:] 

Prepared  Statement  of  Senator  Pell 

Mr.  Chairman,  I  am  very  glad  you  are  holding  today's  hearing 
on  the  coverage  of  mental  health  and  addictive  disorders  in  a  re- 
formed health  care  system.  It  is  my  sincere  hope  that  the  Presi- 
dent's plan  will  include  coverage  of  these  important  health  needs. 
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and  I  know  that  the  witnesses  we  will  hear  from  today  will  be  able 
to  shed  lie^t  on  the  need  for  this  coverage. 

I  would  l^e  to  welcome  Mrs.  Gore,  who  has  played  such  an  im- 
portant role  in  calling  to  the  Nation's  attention  the  need  for  better 
mental  health  care,  and  tihank  her  both  for  her  hard  work  on  the 
President's  Health  Task  Force  and  for  coming  here  today  to  share 
her  recommendations  with  us. 

I  would  also  like  to  welcome  a  former  Rhode  Islander,  Dr.  Donna 
Mauch,  who  served  ably  as  a  senior  official  at  our  State's  Depart- 
ment of  Mental  HealUi,  Retardation  and  Hospitals.  Dr.  Maucn  re- 
cently left  our  fair  State  for  neiejiboring  Massachusetts,  and  is  now 
a  partner  of  my  cousin,  Kitty  Pell,  at  PDM  Health  Strategies  in 
Cambridge,  MA. 

I  welcome  all  the  witnesses  and  look  forward  to  hearing  their 
testimony. 

The  Chairman.  Thank  you. 

Senator  Dodd. 

Senator  Dodd.  Thank  you,  Mr.  Chairman. 

I  would  ask  unanimous  consent  that  my  prepared  statement  be 
included  in  the  record. 

The  Chairman.  It  will  be  included. 

[The  prepared  statement  of  Senator  Dodd  follows:] 

Prepared  Statement  of  Senator  Dodd 

This  is  an  important  hearing  on  an  area  of  basic  human  need 
that  has  been  hidden  in  a  closet  for  too  long  in  this  country.  Mental 
and  addictive  disorders  can  be  treated,  and  treated  effectively.  Yet, 
too  often  in  our  society,  we  ignore  these  problems  until  they  be- 
come a  crisis. 

The  costs  in  both  human  and  monetary  terms  are  staggering. 
Mental  and  addictive  disorders  still  carry  a  tremendous  sti^a — 
such  a  stigma  that  people  who  need  help  often  avoid  seeking  it. 
And  such  disorders  cost  the  United  States  several  hundred  billion 
dollars  a  year.  -  Our  health  coverage  often  reflects  this  general  atti- 
tude. Too  often  the  only  way  to  get  treatment  covera^je  for  addictive 
behavior  and  psycholomcal  disorders — ^if  coverage  is  available  at 
all — ^is  through  hospitalization.  This  is  neither  the  most  cost-effec- 
tive nor  the  most  appropriate  treatment  for  many  people. 

In  tJie  last  2  months,  the  Subcommittee  on  Children,  FamiUes, 
Drugps  and  Alcoholism,  which  I  chair,  held  two  hearings  relevant  to 
this  issue,  which  provided  striking  testimony  as  to  wny  this  issue 
is  so  important.  In  March,  we  had  a  hearing  in  which  children  who 
were  either  victims  or  witnesses  to  crime  testified  about  what  effect 
these  events  have  had  on  their  lives. 

Let  me  tell  you,  their  testimony  was  harrowing.  A  teenager  who 
faces  the  rest  of  his  life  in  a  wheel  chair,  a  suburban  mother  whose 
college-bound  son  was  murdered  by  a  former  eagle  scout,  a  bright 
high  school  student  whose  biggest  fear  in  planning  for  a  college 
education  is  whether  she  will  still  be  alive  to  go  to  school,  and  a 
7-year-old  witness  to  murder  who  poignantly  asked  us  to  stop  all 
the  killings. 

The  effects  of  violence  on  children  is  devastating.  We  know  that 
children  living  with  violence — whether  it  is  community  violence, 
spousal  abuse,  or  child  abuse — often  exhibit  behavioral  and  psycho- 
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logical  symptoms  such  as  sleep  disturbance,  daydreaming,  poor 
concentration,  and  a  heightened  startle  response.  We  know  that 
symptoms  like  these  can  interfere  with  normal  development  and 
school  performance,  and  in  turn  may  lead  to  problems  further  down 
the  road,  such  as  depression,  anxiety,  substance  abuse,  and  even 
criminal  behavior. 

I  intend  to  focus  a  great  deal  of  attention  on  violence  and  chil- 
dren in  this  Congress.  My  first  step  in  this  effort  is  a  bill  I  intro- 
duced— the  Child  and  Family  Services  and  Law  Enforcement  Part- 
nership Act — that  teams  child  mental  health  professionals  with  po- 
lice. On  Monday,  I  visited  Yale  University  whose  model  partner- 
ship with  the  New  Haven  police  was  the  focus  of  a  conference  that 
drew  police  executives  from  major  cities  as  well  as  mental  health 
professionals. 

Such  a  partnership  allows  mental  health  professionals  to  respond 
every  time  police  encounter  a  child  who  has  been  exposed  to  a  vio- 
lent incident — on  the  street,  in  their  home,  or  at  school.  The  mental 
health  professionals  also  become  involved  in  training  police  in  child 
development  and  family  dynamics. 

That  very  morning  I  toured  a  neighborhood  in  Bridgeport  with 
the  college-bound  student  from  Bridgeport  who  testified  at  our 
hearing.  After  meeting  with  her  and  some  of  her  friends,  all  of 
whom  are  very  bright  and  articulate,  in  a  quiet  schoolroom  setting, 
we  then  walked  down  a  street  in  her  neighborhood — the  street 
where  15  percent  of  the  murders  in  Connecticut  are  committed — 
and  it  was  a  devastating  experience.  Even  as  we  walked  through 
with  the  chief  of  police  and  other  officials,  drug  deals  were  going 
on  right  ahead  of  us  and  right  behind  us. 

There  are  faces  to  these  victims  of  our  very  violent  society.  I  im- 

f>lore  you  to  invest  in  prevention  and  early  intervention,  lest  we 
ose  another  generation  of  our  young — a  loss  we  simply  cannot  af- 
ford. 

A  second  hearing  I  chaired  several  weeks  ago  was  a  bit  more 
hopeful.  It  focused  on  familv  support  programs  that  have  helped 
turn  the  tide  for  many  people  in  crisis.  One  of  the  programs  high- 
lighted was  the  women  ana  children's  center  residential  substance 
abuse  treatment  program  for  pregnant  women  in  Middletown,  CT. 

This  program  was  the  model  for  a  treatment  program  in  a  recent 
television  production,  "Blind  Spot",  starring  Joanne  Woodward — 
who  also  testified,  such  treatment  is  hard  to  come  hv.  Last  year, 
we  passed  the  Children  of  Substance  Abusers  Act  to  fund  the  sup- 
portive services  women — and  their  children — need  to  participate  m 
treatment.  But  there  still  remains  the  issue  of  how  to  pay  for  the 
treatment  itself. 

Unfortimatelv,  the  model  of  mental  health  professionals  and  po- 
lice forces  working  in  tandem  and  the  fabulous  program  for  sub- 
stance abusers  in  Connecticut  are  the  exception  rather  than  the 
rule.  We  just  do  not  do  enough  in  this  country  to  address  problems 
early  on  when  there  is  still  time  to  turn  things  around. 

In  particular,  we  pay  too  little  attention  to  the  special  needs  of 
our  Nation's  children.  For  example,  the  American  Psychological  As- 
sociation estimates  that  at  any  given  time,  14  million  children  in 
our  country  suffer  from  a  diagnosable  mental  disorder.  But  neglect- 
ing our  children's  health  now  means  monumental  costs  later.  The 
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cost  of  our  neglect  of  prevention  is  staggering:  Increasing  loss  of 
productivity,  increased  substance  abuse  with  attendant  harm  to  the 
newborn  child,  overcrowded  jails,  disability  and  death  from  violent 
behavior,  increasing  child  abuse. 

Obviously,  health  care  reform  does  not  encompass  all  the  pieces 
needed  to  prevent  these  social  ills.  But  it  can  help  families  get 
health  care  services  that  are  a  crucial  component  of  prevention — 
and  with  substantial  long-term  savings. 

We  cannot  afford  to  lose  so  many  dollars  that  could  be  produc- 
tively employed  elsewhere.  And  we  certainlv  cannot  afford  the 
human  toll  exacted  by  mental  illness  and  substance  abuse.  So,  I 
hope  the  working  group  will  look  long  and  hard  at  how  to  address 
this  need  and  thank  you  for  the  leadership  you  have  already  taken 
on  this  issue. 

Senator  DoDD.  I  just  want  to  echo  the  comments  of  my  col- 
leagues. It  was  compelling  testimony  this  morning,  and  coming 
from  both  of  you  with  sucn  an  awareness  and  a  history  and  in- 
volvement; and  Nancy,  your  presence  here  this  morning  means  a 
great  deal  as  well,  and  your  longstanding  concern  about  these  is- 
sues that  you  have  raised  with  us  on  every  opportunity  oyer  many 
years,  and  your  deep  interest  in  how  we  might  work  on  this. 

I  guess  if  we  can  break  the  threshold  and  stunningly  point  out, 
Mrs.  Gore,  about  Mrs.  Carter's  testimony  14  or  15  years  ago.  j 
guess  we  all  have  seen  that  from  time  to  time,  and  we  wonder  if 
anyone  is  listening.  And  hopefully,  we  can  break  that  barrier.  That, 
to  me,  seems  to  be  the  critical  hurdle  to  get  over  so  we  can  start 
talking  about  this  in  terms  of  treatable  problems. 

There  are  14  million  kids  in  this  country  right  now  who  have 
diagnosable  mental  disorders  and  treatable  disorders.  If  someone 
were  to  announce  this  morning  that  there  were  14  million  kids  who 
had  the  mumps,  or  had  measles,  we  would  be  tripping  over  our- 
selves around  here  to  see  who  could  come  up  with  the  quickest  ap- 
propriation to  deal  with  it.  That's  something  we  all  understand  and 
can  relate  to.  Fourteen  million  kids  out  of  64  million  with 
diagnosable  mental  disorders,  and  it  somehow  gets  lost  in  the  fir- 
mament. It  is  this  vagueness  that  people  seem  to  have  a  hard  time 
grappling  with. 

So  just  by  your  presence  here  this  morning,  repeating  and  re- 
peating— and  we  all  need  to  do  this,  in  forums  back  in  our  States 
and  districts,  educating  our  constituencies  about  this.  And  as  you 

Eointed  out,  I  don't  know  of  anybody — I  have  often  asked  audiences 
ack  in  my  States,  is  there  anybody  in  this  audience  today  who 
doesn't  have  a  family  member  or  a  close  personal  friend  who  has 
in  some  way  suffered  from  a  mental  disorder  or  related  problem? 
Is  there  anybody?  You  never  get  a  hand.  No  one  ever  stands  up 
and  says  I  never  had  anybody  I  ever  knew  or  was  close  to.  So  ev- 
erybody knows  somebody  or  has  been  close  to  somebody  who  has 
sxmered. 

So  if  we  can  just  somehow  break  through  this  notion  and  know 
that  we  can  talk  about  it  and  we  can  deal  with  it,  we'll  have  gone 
a  great  distance  in  our  efforts  to  raise  public  awareness  and  start 
talking  about  what  can  be  done. 

I  would  iust  mention — and  Senator  Kassebaum  talked  about  it, 
and  I  think  we  all  agree  on  this  idea  of  coming  up  with  an  inte- 
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grated  approach  and  utilizing  our  community  mental  health  sys- 
tems and  so  forth,  getting  our  court  systems,  the  judicial  system — 
we  have  done  a  lot  of  work  with  substance  abusers  and  the  idea 
of  keeping  parents  and  children  together.  There  are  very  few  pro- 
grams in  the  country  that  allow  that.  The  children  of  substance 
abusers  legislation  a  few  years  ago  recognized  that  you  get  much 
better  treatment  when  parents  and  children  can  be  together,  and 
yet  our  court  systems  have  a  tendency  to  move  in  just  the  opposite 
direction,  understandably  so — if  someone  sounds  like  an  abuser  of 
a  kid,  the  last  thing  you  want  them  to  do  is  be  there.  And  yet  we 
now  know  that  if  you  are  able  to  keep  children  with  the  parents 
during  treatment  programs,  you  have  much  greater  success. 

So  there  are  a  lot  of  terrific  ideas  out  there  that  are  proving  that 
they  work,  and  I  guess  if  we  can  sell  the  point  and  convince  people 
that  we  are  no  longer  dealing  in  some  sort  of  hypothetical  world 
of  "maybes,"  but  in  fact,  we  know  what  works,  we  can  prove  it,  we 
have  demonstrated  it,  then  I  think  we  can  go  a  long  way.  This  is 
a  wonderful  opportimity — and  Mrs.  Gore,  I  just  want  to  underscore 
your  point — ^it  is  a  wonderful  opportunity  right  now  if  we  can  come 
up  with  a  good  health  care  pro-am  for  this  country.  For  us  not  to 
take  advantage  of  that  open  window  to  deal  effectively  with  this 
issue  would  be  a  tragedy  of  significant  and  historical  proportions. 

So  your  presence  here,  and  Pete,  your  presence  here  this  morn- 
ing does  a  great  deal  for  all  of  us  to  heighten  the  level  of  aware- 
ness, to  educate  people  about  it,  to  make  people  aware  of  what  is 
out  there  and  that  we  can  crack  this  problem,  we  can  really  offer 
significant  hope,  is  something  that  I  think  all  of  us  want  to  be  part 
of. 

So  I  thank  you  for  your  presence  here  this  morning. 

The  Chairman.  Senator  Simon. 

Senator  Simon.  Let  me  yield  to  my  colleagues  who  have  been 
here  longer  than  I  have,  and  then  I'll  follow  them. 

The  Chairman.  Senator  Wellstone?  I  just  got  finished  telling  him 
that  we  still  follow  seniority  around  here. 

Senator  Wellstone.  Senator  Simon,  would  you  like  to  go? 

Senator  Simon.  I  yield  to  Senator  Wellstone  and  Senator 
Wofford,  and  then  I  will. 

Senator  Wellstone.  I  thank  you. 

Let  me  try  to  change  the  mood  piece  a  bit,  not  because  I  am  not 
in  agreement  with  the  comments  that  have  been  made — and  let  me 
echo  what  everyone  has  said — ^but  what  I  would  like  to  do  is  just 
take  a  couple  of  minutes  to  express  the  concerns  that  I  have,  what 
I  am  really  worried  about,  and  then  ask  you  all  to  respond  to  that. 

First,  to  Senator  Kassebaum,  it  is  absolutely  true  about  dein- 
stitutionalization, that  people  leave  mental  institutions,  but  then, 
as  soon  as  they  run  out  of  whatever — or,  people  are  in  mental  insti- 
tutions, they  have  an  insurance  policy  for  "x"  number  of  days,  and 
then  they  are  back  out  on  the  streets,  and  there  is  no  care  coordi- 
nator or  anything  else.  I  think  this  whole  notion  of  community- 
based  medicine  is  very  important. 

I  am  worried,  however,  that  we  won't  have  a  comprehensive 
range  of  services  for  people.  That's  number  one.  I  think  it  is  a  huge 
mistake  if  we  don't  do  that,  and  I  want  to  get  your  reaction  to  that. 
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Second,  I  am  concerned  about  the  definition  of  severe  mental  ill- 
ness, and  I  heard  Senator  Domenici  talk  about  it,  but  there  is  a 
discrepancy  in  the  figures  that  we  have  heard  today  between  30 
million  people  suffering,  then  I  heard  50  million,  and  then  I  heard 
3  million  with  severe  mental  illness.  I  am  worried  that  we  not  have 
too  restrictive  a  definition  and  that  we  have  a  broad  range  of  serv- 
ices covering  a  broad  range  of  people  who  are  suffering  from  men- 
tal illness.  Th&t  is  my  second  concern. 

My  third  concern — and  I  think  all  of  these  concerns  relate  to  the 
work  of  tiie  task  force — ^is  that  right  now  with  your  insurance  pol- 
icy, as  you  well  know,  many  employees  have  some  coverage,  but 
the  co-pays  are  extremely  high;  benefits  are  very  limited,  and  the 
co-pays  tnemselves  discourage  people  from  actually  receiving  the 
care.  I  am  worried  that  as  a  cost  containment  strategy,  we  will  put 
too  much  of  an  emphasis  on  deductibles  or  co-pays,  and  I  would 
like  to  get  your  response  to  that. 

Those  would  be  the  three  sets  of  concerns  that  I  have. 

Mrs.  Gore.  Senator  Wellstone,  those  concerns  are  concerns  that 
the  Health  Care  Task  Force  has  been  hearing  about  from  all  dif- 
ferent kinds  of  individuals,  organizations,  specialists,  consumers, 
people  in  the  field,  and  it  is  something  that  everybody  is  grappling 
with.  I  think  that  it  is  fair  to  say  that  most  people  feel  it  is  impor- 
tant that  there  be  comprehensive  services. 

We  are  hearing  from  people  that  if  we  consider  mental  health 
benefits  on  par  with  other  benefits,  that  is  the  first  revolutionary 
step  that  needs  to  occur,  number  one. 

No.  2,  we  want  to  create  a  delivery  system  and  a  financing  sys- 
tem that  will  create  comprehensive  services  which  would  include 
an  array  of  services^-outpatient  services,  respite  care,  family  pres- 
ervation, keeping  kids  in  their  commimity  and  in  their  home  and 
in  their  school  when  possible.  We  also  need  to  shift  not  only  for 
mental  health  services  but  for  physical  services  from  the  highly  in- 
tensive and  very  expensive  reliance  on  hospitalization,  which  is  a 
reliance  on  specialized  care  given  by  specialists. 

So  I  think  that  what  the  Health  Care  Task  Force  has  heard  from 
everyone,  including  those  concerned  with  mental  health,  is  that  we 
need  to  shift  our  focus  from  an  over-reliance  on  high-tech  hos- 

Eitalization — preserving  that  where  it  is  necessary — to  community- 
ased,  outpatient  programs  that  include  a  continuum  of  care  and 
an  array  of  services  that  will  be  perhaps  case-managed — I  don't 
know  what  the  final  solution  will  be 

Senator  Wellstone.  Or  care-coordinated,  whatever. 

Mrs.  Gore.  [Continuing].  Or  care-coordinated,  or  collaborations 
of  care 

Senator  WELLSTOhfE.  Right. 

Mrs.  Gore.  Those  final  decisions  haven't  been  made,  but  every- 
body is  really  concerned  about  that. 

Now,  the  Mental  Health  Working  Group  is  also  very  concerned 
about  co-pays  and  limits  on  deductibility.  This  is  part  of  the  history 
of  discrimination  that  has  developed  in  our  health  care  system  to- 
ward those  with  mental  health  care  needs.  The  co-pays  are  histori- 
cally much,  much  higher  than  for  a  physical  illness.  It  might  be  a 
50  percent  co-pay  for  manic  depression,  where  it  is  20  percent  for 
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everything  else.  This  is  clearly,  once  again,  not  just  and  discrimina- 

We  are  looking  very  closely  at  co-pays.  We  also  don't  care  for  lim- 
itations. Why  shoiJa  tiiere  be  Hmitations  if  you  have  to  manage 
schizophrenia,  manage  manic  depression,  manage  a  learning  dis- 
ability, because  you  nave  to  manage  cancer,  you  have  to  manage 
diabetes,  you  have  to  manage  coronary  diseases,  and  they  are  not 
subject  to  limits. 

So  our  whole  point  of  view  is  that  this  must  be  considered  equal- 
ly. And  if  cost  containment  must  be  considered,  which  of  course,  it 
is,  then  it  has  to  be  considered  across  the  board.  We  very  much 
would  object  to  separating  out  mental  health  and  saying,  well,  we 
simply  can't  afford  that.  That  is  what  we  are  fightmg  very  hard 
against.  We  are  saying  have  mental  health  be  part  of  the  whole 
package;  let's  not  have  a  differential  in  co-pays  or  limits  that  apply 
separately  to  it.  Let's  talk  about  how  we  are  going  to  contain  costs 
for  all  of  our  health  care  reform. 

And  third,  definitions  on  serious  emotional  illnesses  versus — I 
think  what  you  are  getting  at,  and  I  think  Senator  Domenici  can 
speak  to  this  also,  can  probably  speak  to  all  of  this,  but  probably 
what  you  are  getting  at  is  what  I  alluded  to  earlier,  which  is  the 
sort  of  outdated  stereotype  that  somebody  is  going  to  be  on  the 
couch  for  the  next  50  years  and  that  the  taxpayer  is  going  to  have 
to  pay  for  it.  That  is  not  the  State  of  mental  health  care  in  this 
country  or  the  reality  of  those  who  are  in  need  of  mental  health 
services  in  this  country.  That's  just  not  true.  That  is  an  outdated 
stereotype. 

Mental  illness  is  diagnosable  and  treatable,  and  there  are  dif- 
ferent degrees  of  suffering.  I  would  rather  have  the  person  and  the 
health  care  provider  determine  whether  or  not  they  need  therapy 
and  how  much  therapy  they  need.  In  other  words,  do  you  have  mild 
or  severe  diabetes? 

Senator  Wellstone.  That's  precisely  my  point. 

Mrs.  Gore.  I  don't  weint  to  come  in  and  say,  do  you  have  mild 
or  severe  depression,  or  schizophrenia,  or  learning  disability?  That 
is  best  left  as  a  matter  of  determination  between  the  medical  pro- 
vider and  the  person,  and  I  think  we  can  design  a  system  in  which 
those  issues  are  very  carefully  thought  through  and  are  going  to  be 
controlled,  no  matter  what  the  health  care  problem. 

Senator  Domenici.  Senator  Wellstone,  let  me  take  this  from  a  lit- 
tle different  approach  and  correct  a  couple  of  numbers.  If  I  said  3 
million  with  severe  mental  illness  that  I  am  talking  about  as  cov- 
ered by  the  in-depth  report  by  some  rather  eminent  doctors  at  the 
NIMH— the  date  is  March  of  1993— that  says  there  are  5  million, 
which  is  2.8  percent.  So  I  might  have  confused  the  2.8  and  the  5 
milHon  Americans.  And  they  define  this  particular  piece  of  those 
who  have  a  mental  illness  as  severe,  and  they  qualify  it  in  a  couple 
of  ways  that  I  think  are  important — life-threatening,  chronic — ^it 
will  stay  with  you  and  will  probably  be  with  you  for  life — not  read- 
ily curable.  That  group  of  people  with  severe  mental  illness,  I 
merely  try  to  make  the  case  that  whatever  we  do,  we  ought  not 
leave  them  off  on  the  side  while  we  cover  other  severe  illnesses 
that  don't  happen  to  be  mental,  the  kind  that  have  a  very,  very  ex- 
pensive lifetime  price  tag  potentially,  that  can't  be  cured  easily. 
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that  are  life-threatening  to  the  people  who  have  them.  I  just  want 
equity  between  severe. 

I  am  not  passing  judgment  on  how  our  new  reform  ought  to  cover 
the  overall  composite  of  how  we  treat  the  mental  illnesses  that 
have  been  discussed  here  today.  I  am  not  enough  of  an  expert  to 
be  involved  in  that.  I  do  know  there  are  extreme  limitations  on 
both,  extreme  limitations  on  the  severe,  caps  on  theirs,  and  I  am 
here  advocating  very  strongly  that  that  is  a  pretty  easy  one  to  put 
up  alongside  of  the  other  American  illnesses  that  are  severe  tnat 
we  treat  with  relative  total  coverage  and  no  caps. 

This  was  particularly  interesting  because  it  says  that  that  is  in- 
deed effective — we  are  not  just  throwing  money  away  that  will 
never  have  any  effect  on  the  sick  people — this  is  now  saying  you 
can  affect  them.  So  I  just  came  to  discuss  that  kind  of  quality  about 
this  care. 

Senator  Wellstone.  I  appreciate  it.  Thank  you. 

The  Chairman.  Senator  Wofford. 

Senator  Wofford.  Is  the  Senator  still  yielding? 

Senator  Simon.  Yes,  I  am  still  yielding. 

Senator  Wofford.  That  puts  pressure  on  me  to  not  keep  you 
yielding  too  long. 

Mrs.  Gore  and  Senator  Domenici,  the  two  of  you  together,  and 
the  points  you  have  made  so  well,  reinforce  my  hope  that  this  is 
an  area  that  has  come  up  from  the  concerns  of  the  people,  not 
down  from  the  White  House  or  anywhere  else,  where  we  are  going 
to  reach  out  together  and  work  together  beyond  party  and  find  the 
common  ground  and  the  common  good.  I  am  glad  to  nave  my  hope 
reinforced. 

Second,  a  pertinent  patriotic  point  about  Pennsylvania.  When 
you  came  at  the  very  beginning  of  the  Task  Force  with  Hilary  Clin- 
ton to  our  statewide  conference,  you  heard  that  this  is  a  subject  of 
tremendous  interest  in  Pennsylvania  because  we  think  we  have  pi- 
oneered more  in  mental  healtn  from  the  first  Pennsylvania  hospital 
that  treated  mental  illness  to  our  State  being  the  only  State  that 
provides,  with  its  own  money,  funds  for  drug  and  substance  abuse 
and  alcohol  treatment  and  long-term  treatment.  It  has  had  a  tre- 
mendous impact  on  helping  drug-addicted  pregnant  women  deliver 
healthy  babies.  It  has  proved  cost-effective  in  the  fiscal  sense  and 
even  more  in  the  human  sense.  And  I  hope  that  Pennsylvania  expe- 
rience is  very  much  in  the  minds  of  your  working  group  and  the 
task  force. 

Last  is  the  cloud,  though,  that  is  on  the  horizon;  it  is  bigger  than 
a  man's  hand,  and  all  of  us  have  referred  to  it  today.  There  is  a 
deep  discrimination  embedded  in  our  thinking  and  in  our  system 
against  the  treatment  of  mental  illness.  That  s  the  point  we  have 
made  today.  But  my  question — which  you'll  answer  in  due  course 
in  the  task  force  proposals,  and  you  have  spoken  a  little  on  it  al- 
ready— is  how,  in  designing  a  system,  particularly  that  is  going  to 
have  managed  competition  as  one  of  its  operating  principles  and 
managed  care  programs,  do  we  build  in  the  consumer  protection 
that  permits  the  points  that  you  say  you  have  heard  from  so  many 
groups  to  be  effectively  made,  not  in  rhetoric,  but  in  the  governance 
of  these  systems,  to  overcome  this  discrimination,  which  is  as  deep 
as  the  discrimination  against  race  and  gender? 
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Senator  Domenici.  Let  me  just  say  I  don't  have  an  instant  an- 
swer, but  managed  competition  itself  is  a  very,  very  interesting 
oxymoron.  I  mean,  how  in  the  world  do  you  have  managed  competi- 
tion? Competition  is  competition.  There  are  a  few  rules  here  and 
there,  but  managed  is  different.  So  we've  got  a  lot  to  learn  about 
it. 

I  personally  believe  that  if  the  competition  works  right,  and  if  we 
don't  always  favor  the  huge,  huge  plans — I  get  a  little  concerned 
when  people  say  they  would  take  a  State  like  New  Mexico  with  1.5 
million  people,  and  it  would  have  just  one  bidding  process,  and 
somebody  would  cover  all  1.5  million  people;  I  think  that's  the  way 
to  not  get  competition — I  think  we  have  to  be  worried  about  that. 
There  is  some  savings  in  large-size  plans  that  we  might  get.  But 
also,  we  need  to  make  sure  that  there  is  a  quality  aspect  about  it 
and  that  it  doesn't  take  5  years  for  us  to  discern  that  it  is  not  deliv- 
ering in  a  quality  manner — which  is  part  of  what  you  are  con- 
cerned about. 

I  think  it  might  be  solvable  genericallv  rather  than  just  for  men- 
tal illness  if  we  do  it  right,  but  I  would  submit  that  if  you  need 
to,  you  might  have  to  have  some  checkpoints  specifically  for  this 
kind  of  treatment  because  it  is  not  as  readily  acceptable  in  society 
and  in  the  medical  profession  yet,  and  we  have  to  be  careful  to  take 
some  rirfit  steps  in  that  regard. 

Mrs.  LrORE.  I'm  not  sure  that  any  of  the  final  decisions  have  been 
made.  Certainly,  managed  competition,  managed  collaboration, 
case  management,  all  of  these  concepts  are  on  the  table,  and  the 
Mental  Health  Working  Group  is  very  aware  of  people  expressing 
the  concern  that  if  there  is  sort  of  straightforward  managed  com- 
petition that  there  would  be  some  particular  concerns  in  making 
sure  that  community-based  mental  health  service  delivery  systems 
that  don't  exist  now  in  fact  come  into  existence. 

I  understand  that  many  people  will  say  that  competition  will 
take  care  of  that,  that  if  there  is  universal  coverage,  and  mental 
health  is  a  part  of  health  care  coverage  just  as  anything  else  is  cov- 
ered, then  that  is  going  to  take  care  of  the  problem.  I  am  not  satis- 
fied, and  many  people  are  not  satisfied  with  that,  so  we  are  hearing 
even  more  expressions  that  one  way  to  go  about  making  sure  that 
mental  health  care  truly  would  be  given  the  status  that  it  deserved 
and  be  given  the  impetus  to  create  the  community  programs  that 
we  so  desperately  need,  or  to  cover  for  insurance,  would  be  some 
very  specific  consumer  protections.  That  would  include  monitoring 
ana  quality  assurgmce,  and  it  would  include  a  system  of  asking  the 
consumer  to  report  on  their  treatment. 

Again,  final  decisions  in  terms  of  structuring  have  not  been 
made,  but  I  think  it  is  very  clear  that  those  kinds  of  concerns 
would  be  embedded  in  the  structure  to  assure  that  mental  health 
coverage  could  come  into  existence  where  it  has  not  existed  in  the 
past. 

Senator  Wofford.  Thank  you. 

The  Chairman.  Senator  Simon. 

Senator  Simon.  Thank  you.  I  apologize  first  for  not  being  here  on 
time,  but  it  is  not  unrelated  to  why  we  are  here. 

I  joined  Senator  Thurmond  and  Congressman  Kennedy  in  testify- 
ing before  the  Commerce  Committee  on  a  bill  that  says  when  you 
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advertise  beer  and  ynne  on  television,  there  ought  to  be  a  series  of 
3-second  rotating  warning.  The  American  people  are  entitled  to 
know  that  drinking  beer  is  not  just  beautiful  girls  on  a  beach,  or 
somebody  climbing  a  mountain,  but  that  pregnant  women  can  hurt 
their  children  drinking.  It  just  seems  to  me  tnat  we  have  a  respon- 
sibihty  to  protect  the  public,  and  part  of  this  hearing  is  on  sub- 
stance abuse. 

Second — and  Pete  Domenici  has  heard  me  talk  about  this  be- 
fore— ^when  Senator  WofFord  talked  about  deep  discrimination,  that 
is  reflected  in  the  public  attitude.  And  one  of  the  things  that  we 
have  to  do  is  to  see  that  people  are  more  open  about  this.  Why  do 
we  spend  so  little  relatively  on  research  on  mental  health  compared 
to  diabetes  and  cancer  and  arthritis?  It  is  because  if  you  or  your 
relatives  have  arthritis,  you  talk  about  it  openly.  If  you  or  your  rel- 
atives have  mental  illness,  generally,  there  is  still  a  stigma.  And 
we  have  to  recognize  that  that  hurts  everyone;  we  have  to  be  more 
open. 

Then,  finally,  I  just  want  to  commend  the  two  of  you.  Tipper 
Grore,  you  have  been  out  on  the  forefront  not  only  on  this,  but  on 
so  many  issues,  that  really  are  cutting-edge  issues,  and  I  want  you 
to  know  I  am  proud  of  you. 

And  Pete  Domenici — and  I  will  include  Nancy  here,  because  the 
two  of  you  have  been  great — there  is  no  member  of  the  U.S.  Senate 
who  has  done  as  much  in  this  field  as  our  colleague  from  New  Mex- 
ico. You  mentioned  before  oxymorons.  There  are  people  who  say  the 
phrase  "United  States  Senator"  is  an  oxymoron;  that  we  are  all  so 
provincial  for  Pennsylvania,  or  Illinois,  or  New  Mexico.  You  have 
been  a  United  States  Senator  on  this  issue,  helping  everyone  in 
this  country,  and  I  am  just  very  proud  of  both  of  you  and  proud 
to  be  associated  with  you. 

Thank  you,  Mr.  ChairmEui. 

Senator  Domenici.  Mr.  Chairman,  might  I  comment? 

The  Chairman.  Senator  Domenici. 

Senator  Domenici.  First,  let  me  thank  you  so  much,  Paul;  you 
have  been  most  generous,  not  only  here,  but  many  times,  about  my 
activities,  and  I  thank  you  for  it.  I  am  not  sure  that  I  have  done 
all  that,  but  thank  you. 

I  think  part  of  any  health  care  plan  that  we  put  in  has  to  have 
some  new  information  on  outcomes.  We  are  flying  by  the  seat  of 
our  pants  with  reference  to  this  magnificent  system  we've  got.  It 
is  a  great  system.  We  deliver  better  health  care  than  anybody.  But 
there  is  a  very  big  lack  of  outcomes  information,  and  I  think  when 
we  look  for  outcomes — and  I  think  the  medical  profession  is  saying 
let's  get  on  with  it;  we'd  better  find  out — that  we  ought  to  insist 
that  it  be  done  in  this  field,  too.  That  is  one  way  to  find  out  wheth- 
er we  are  doing  it  right  and  what  results  we  are  getting.  We  think 
we  know  for  some  of  the  treatments,  but  we  aren  t  so  sure  on  oth- 
ers, and  I  think  we  ought  to  be  wiling  to  say  that  and  to  make  sure 
that  we  have  new  data  accumulated  as  this  goes  into  effect  about 
the  outcomes  in  this  area,  too. 

Thank  you  very  much. 

The  Chairman.  Once  again,  we  thank  both  of  you  for  your  very, 
very  helpful  testimony.  We  are  delighted  to  have  you  both. 


77-417    n   -    Q-^    -    -^ 
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At  this  point  we  will  put  in  the  record  the  prepared  statements 
of  Senator  Simon,  Harkin,  and  Mikulski. 

[the  prepared  statements  of  Senators  Simon,  Harkin,  and  Mikul- 
ski follow:] 

Prepared  Statement  of  Senator  Simon 

I  want  to  thank  the  Chairman  for  holding  this  hearing  on  cost- 
effective  approaches  for  health  care  coverage  for  mental  illness  and 
substance  sJbuse  disorders.  I  am  pleased  that  Tipper  Gore  and  Sen- 
ator Domenici  are  among  our  witnesses  today.  Their  presence  vali- 
dates the  notion  that  equitable  health  care  coverage  for  persons 
suffering  from  mental  illnesses  and  addictive  disorders  is  not  only 
the  humane  approach  to  this  problem,  but  is  also  cost-effective.  I'm 
pleased  to  be  a  cosponsor  of  Senator  Domenici's  bill  calling  for  equi- 
table treatment  for  persons  with  severe  mental  illness,  and  I  recog- 
nize the  long-time  interest  and  contribution  of  Tipper  Gore  in  this 
area.  I  commend  them  both  for  their  commitment  and  leadership. 

Although  almost  one-fifth  of  the  American  adult  population  siif- 
fers  from  a  diagnosable  mental  illness  or  substance  abuse  disorder, 
less  than  one-third  of  this  group  actually  receives  necessary  mental 
health  services.  The  large  number  of  persons  going  without  treat- 
ment is  most  likely  attributable  to  a  lack  of  sufficient  mental 
health  coverage.  Only  21  percent  of  those  with  health  insurance 
have  coverage  for  mental  illness  that  is  commensurate  with  cov- 
erage for  other  illnesses. 

I  expect  that  the  testimony  of  our  witnesses  today  will  bear  out 
a  statistic  of  the  National  Advisory  Mental  Health  Council,  that  we 
will  save  $2.2  billion  per  year  once  coverage  for  mental  health  is 
extended  in  a  manner  consistent  with  coverage  for  major  physical 
illnesses. 

The  report  of  that  Council  showed  that  some  mental  health  serv- 
ices commonly  not  covered  by  health  insurance  are,  in  fact,  more 
successfiil  than  other  health  services  that  are  routinely  covered. 
For  example,  when  we  look  at  the  success  rates  for  two  typical 
treatments — ^for  severe  depression  compared  with  cardiovascular 
disease  treated  with  angioplasty — ^the  treatment  for  depression  has 
a  65  percent  success  rate  while  angfioplasty  has  just  a  41  percent 
success  rate. 

We  could  save  billions  more  if  we  provided  mental  health  serv- 
ices to  the  approximately  6.9  million  children  and  adolescents  suf- 
fering from  mental  illnesses  or  emotional  disorders  who  receive  no 
treatment.  The  sooner  we  meet  the  needs  of  these  children,  the 
sooner  they  will  be  able  to  lead  fulfilling  lives  and  become  produc- 
tive members  of  society.  We  need  their  contributions  and  cannot  af- 
ford their  neglect.  I  look  forward  to  hearing  the  witnesses  and  to 
working  with  the  members  of  this  committee  to  bring  about  genu- 
ine reform  in  this  area. 

Prepared  Statement  of  Senator  Harkin 

Mr.  Chairman,  I  want  to  thank  you  for  holding  this  important 
hearing.  I  want  to  especially  thank  Mrs.  Gore  for  joining  the  com- 
mittee this  morning.  She  has  devoted  a  great  deal  of  time  and  en- 
ergy to  the  issue  before  us  and  raised  the  nation's  awareness  of  the 
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mentally  ill.  Individuals  with  mental  illness,  and  their  families, 
could  not  have  a  more  committed  or  effective  advocate. 

Mr.  Chairman,  in  the  process  of  reforming  our  health  care  sys- 
tem we  need  to  ensure  that  we  provide  access  to  mental  health 
services.  I  believe  that  mental  health  and  substance  abuse  services 
must  be  included  in  all  benefit  packages.  For  too  long,  many  people 
have  had  to  go  without  these  services  because  of  financial  con- 
straints. Because  of  lack  of  access  to  appropriate  services  people 
have  lost  jobs  and  hope  for  the  future  and  countless  families  have 
been  torn  apart.  Maybe  the  most  potent  reminder  of  our  failure  to 
provide  adequate  services  is  the  number  of  mentally  ill  individuals 
who  are  now  homeless. 

Mr.  Chairman,  I  am  convinced  that  if  we  provide  needed  services 
early  on  we  will  prevent  unnecessary  human  suffering  and  save 
money.  Early  intervention  can  reduce  the  need  for  hospitalization 
and  other  high  cost  care.  Denying  access  to  needed  mental  health 
services  just  doesn't  make  sense.  Those  in  need  of  mental  health 
services  don't  just  disappear  when  they  are  denied  access — they 
just  show  up  somewhere  else  in  the  system.  They  land  somewhere 
else  in  the  health  care  system,  or  too  often,  in  our  welfare  or  prison 
systems. 

It  is  important  that  as  we  debate  what  should  be  included  in  a 
benefit  package  we  recognize  that  we  need  to  structure  benefits  in 
such  a  way  that  stops  the  revolving  door  approach  to  care.  Patients 
are  too  oflen  in  and  out  of  treatment,  with  treatment  being  driven 
by  reimbursement  issues  instead  of  what  is  best  for  the  patient. 
This  is  unnecessary — it  prolongs  the  illness  and  in  the  long  run  in- 
creases costs. 

Mr.  Chairman,  in  addition  to  making  sure  that  we  provide  access 
to  services  we  must  not  forget  to  address  the  research  side  of  the 
equation.  Research  holds  the  promise  of  cure,  effective  treatment, 
and  prevention  of  mental  and  addictive  disorders.  I  have  worked 
hard  in  recent  years  to  secure  increases  in  funding  for  the  National 
Institute  of  Mental  Health  but  more  funding  is  needed.  I  have  spo- 
ken with  both  the  President  and  Mrs.  Clinton  about  ways  in  which 
we  can  increase  funding  for  biomedical  research  as  we  reform  the 
health  care  system. 

There  are  many  questions  about  the  reform  package  but  it  is 
likely  that  there  will  be  about  100  million  health  care  policies  cov- 
ering American  and  their  families.  I  believe  that  we  should  set 
aside  a  small  part  of  the  cost  of  these  policies  to  fund  medical  re- 
search. A  $5  a  month  set-aside  for  each  policy  would  provide  nearly 
$6  billion  for  research.  I  don't  think  we  can  afford  to  ignore  the  po- 
tential of  medical  research  to  relieve  the  suffering  of  millions — in- 
cluding those  with  mental  or  addictive  disorders. 

Again,  I  thank  the  witnesses  and  I  thank  the  Chair  for  holding 
this  hearing.  I  look  forward  to  hearing  from  all  the  witnesses  and 
working  with  them  as  the  debate  on  health  care  reform  continues. 

Prepared  Statement  of  Senator  Mikulski 

I  would  like  to  welcome  Mrs.  Gore  this  morning  and  thank  her 
for  her  leadership  in  helping  people  with  mental  health  and  addict- 
ive disorders.  I  am  sorry  I  am  not  able  to  be  here  today,  but  I  have 
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had  the  opportunity  to  read  your  testimony  and  thank  you  for  your 
eloquence  and  longstanding  support  of  mental  health  services. 

Your  work  witih  Health  Care  Reform  Task  Force  as  chairperson 
of  the  mental  health  workgroup  is  enormously  important.  You  pro- 
vide a  voice  for  millions  of  Americans  who  have  been  imored. 
chronically  misdiagnosed,  and  even  ridiculed  for  problems  beyond 
their  control. 

Hopefully,  your  voice  can  be  transformed  into  a  chorus  of  people 
who  would  rather  lead  than  shv  away  from  a  medical  problem  that 
should  have  been  tiie  target  of  preventive  medicine  long  ago.  One 
million  children  and  teens  suffer  from  serious  emotional  disturb- 
ances in  my  state  alone. 

Why  don't  these  young  people  receive  preventive  mental  health 
care  as  often  as  we  inoculate  tJiem  against  serious  diseases  that 
ravage  other  parts  of  the  body?  It  can't  be  because  offering  preven- 
tive mental  health  care  does  not  prevent  serious  economic  and  so- 
cial costs. 

After  all,  just  walk  a  couple  of  blocks  in  any  direction  from  the 
Capitol  and  you  will  likely  see  someone  huddled  under  a  blanket 
who  is  talking  to  no  one  in  particular.  Almost  one  out  of  every  two 
homeless  people  suffer  from  mental  health  or  addictive  disorders. 
Is  this  what  we  would  hke  to  see  happen  to  children  and  teens  who 
may  be  similarly  affected? 

The  time  for  a  complete  overhaul  of  our  health  care  system  is 
now.  We  as  leaders  need  to  seize  the  opportunity  to  end  narrow- 
minded  medical  and  insurance  practices  that  have  kept  millions  of 
unfortunate  Americans  from  being  able  to  think  clearly  at  all.  Let's 
lead  a  revolution  to  show  all  that  preventive  medicine  means  pre- 
serving a  healthy  mind  as  well  as  a  healthy  body. 

I  would  hke  to  thank  the  Chairman  for  holding  this  hearing  and 
for  being  a  leader  on  these  and  other  health  issues.  And  I  would 
like  to  Uiank  the  other  witnesses  who  have  taken  time  from  their 
schedules  to  testify  here  today. 

The  Chairman.  Mrs.  Gore,  we  hope  you'll  give  our  best  to  our 
Vice  President. 

Mrs.  Gore.  Thank  you,  Senator  Kennedy. 

The  Chairman.  Our  second  panel  includes  Dr.  Danna  Mauch,  a 
Massachusetts-based  expert  on  mental  health  care  financing  and 
on  the  homeless  mentally  ill.  From  1984  to  1990,  Dr.  Mauch  was 
the  commissioner  of  mental  health  in  the  State  of  Rhode  Island.  I 
want  to  welcome  her  personally  as  well.  We  had  the  good  fortune 
to  work  with  her  recently  at  the  New  England  Medical  Center, 
where  we  were  able  to  draw  together  a  number  of  thoughtful  peo- 
ple on  different  aspects  of  our  health  care  needs,  and  Dr.  Mauch 
was  an  indispens^le  part  of  that  whole  process.  We  are  very 
grateful  for  her  continued  leadership  both  in  our  State  and  in  our 
neighboring  State  of  Rhode  Island.  We  are  delighted  to  have  you 
here. 

Dr.  Herbert  Kleber  is  executive  vice  president  and  medical  direc- 
tor at  the  Columbia  University  Center  on  Addiction  and  Substance 
Abuse.  Until  last  year.  Dr.  Kleber  served  as  deputy  director  of  the 
OflRce  of  National  Drug  Control  Policy.  It  is  nice  to  have  you  back. 
Dr.  Kleber  is  one  of  those  involved  in  developing  national  policy 
who  understands  the  importance  of  the  demand  side  in  substance 
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abuse,  and  he  was  a  real  leader  in  the  previous  administration, 
against  overwhelming  odds,  in  trying  to  bring  focus  and  attention 
to  the  importance  of  education,  treatment,  and  rehabilitation  in 
this  issue,  and  he  is  a  real  expert  in  this  area.  We  are  really  look- 
ing forward  to  your  comments. 

Veronica  Goff  is  director  of  the  Washington  Business  Group  on 
Health.  She  is  an  authority  on  mental  health  benefit  practices  in 
Fortune  500  companies. 

Mr.  Ronald  Finch  is  the  operations  manager,  benefits  adminis- 
tration, for  BellSouth  Corporation  Atlanta.  Mr.  Finch  will  describe 
his  company's  experience  with  mental  health  and  substance  abuse 
benefits.  We  look  forward  to  hearing  from  him,  and  I  hope  if  my 
colleagues  don't  have  much  time,  they^l  just  read  the  last  three 
paragraphs  of  Mr.  Finch's  testimony,  which  tell  what  has  happened 
in  terms  of  the  savings.  I  hope  they  will  read  all  of  it,  but  that  real- 
ly tells  it  like  it  is. 

Senator  Wellstone. 

Senator  Wellstone.  Just  ten  seconds,  Mr.  Chairman.  I  want  to 
apologize.  I  am  going  to  try  to  come  back.  I  may  have  an  amend- 
ment on  the  floor.  I  just  didn't  want  to  walk  out  and  have  it  look 
like  lack  of  interest.  I  am  going  to  try  to  come  back. 

The  Chairman.  Thank  you. 

Dr.  Mauch. 

STATEMENTS  OF  DR.  DANNA  MAUCH,  PARTNER,  PDM  HEALTH 
STRATEGIES,  INC.,  CAMBRIDGE,  MA;  DR.  HERBERT  KLEBER, 
EXECUTIVE  VICE  PRESIDENT  AND  MEDICAL  DIRECTOR, 
CENTER  ON  ADDICTION  AND  SUBSTANCE  ABUSE,  NEW 
YORK,  NY;  VERONICA  V.  GOFF,  DIRECTOR,  WASHINGTON 
BUSINESS  GROUP  ON  HEALTH,  WASHINGTON,  DC,  AND  RON- 
ALD A.  FINCH,  OPERATIONS  MANAGER,  BENEFITS  ADMINIS- 
TRATION, BELLSOUTH  CORPORATION,  ATLANTA,  GA 

Dr.  Mauch.  Good  morning,  Mr.  Chairman  and  Senator  Simon. 

I  am  honored  to  be  called  to  testify  before  this  committee,  which 
has  Senators  on  it  who  have  so  often  and  constructively  concerned 
themselves  with  the  mental  health  needs  of  American  citizens.  And 
I  am  happy  to  be  in  the  company  of  Mrs.  Grore  and  Senator  Domen- 
ici,  who  have  embraced  the  challenge  of  finding  solutions  to  the 
present  problems  of  poorly  fit  treatments,  driven  by  improperly  al- 
located resources  and  discriminatory  benefit  allowances  that  char- 
acterize the  provision  of  and  the  insurance  for  psychiatric  and  sub- 
stance abuse  treatment  in  this  country. 

I  appear  today  as  an  individual  who  has  worked  during  the  last 
25  years  for  reforms  to  the  organization,  financing,  and  methods  of 
mental  health  treatment  in  tnis  country,  inspired  by  the  diversity 
and  challenge  of  our  friends,  fellows,  and  family  members  who 
have  mental  illnesses. 

As  the  Senator  said,  I  served  for  6  vears  as  director  of  mental 
health  in  the  State  of  Rhode  Island  and  for  3  as  the  assistant  com- 
missioner for  mental  health  in  Massachusetts.  Between  those  posi- 
tions, I  directed  a  public  policy  program  for  Government  policy- 
makers, looking  at  integrated  solutions  to  homelessness  and  really 
grappling  with  the  really  thorny  problem  that  remains  confronting 
tne  mental  health  care  system. 
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Since  1990, 1  have  been  a  founding  partner  of  PDM  Health  Strat- 
egies, Incorporated.  Our  firm  is  concerned  with  the  formulation  of 
policy  and  planning  associated  with  financing  and  implementation 
of  services  that  are  provided  through  both  integrated  and  managed 
systems  of  health  and  mental  health  care. 

My  remarks  today  really  reflect  the  thoughts,  concerns  and  hopes 
of  the  many  individuals  with  whom  I  have  been  associated  in  my 
work  over  the  years. 

The  historical  context  for  financing  and  provision  of  mental 
health  care  in  this  coimtry  has  been  dominated  by  factors  that  in- 
clude, among  others,  financing  approaches  and  benefits  plans  that 
focus,  as  has  been  discussed  earlier  today,  on  sites  of  care  rather 
than  on  clinically  relevant  treatments.  As  a  result,  we  find  dis- 
proportionate spending  on  care  delivered  in  expensive  inpatient 
settings,  also  characterized  by  limit  efforts  to  manage  care  through 
the  application  of  review  criteria  designed  to  ensure  the  medical 
necessity  of  various  treatments,  that  resulting  in  poor  fit,  at  an  in- 
dividual and  a  systems  level,  between  the  need  for  mental  health 
treatment  and  the  utilization  of  services. 

Primary  access  to  benefits  is  really  through  employment  status 
in  this  country,  leaving  most  persons  with  serious  and  persistent 
mental  illnesses  dependent  on  public  financing  and  too  often  rel- 
egated to  segregated  care  systems  that  ironically,  given  the  par- 
ticularly great  needs  of  tiie  population  for  skillful  treatment,  are 
less  able  to  attract  practitioners  who  are  knowledgeable  in  the 
treatments  of  the  most  serious  forms  of  disorders. 

Finally,  there  are  findings  that  demand  for  mental  health  serv- 
ices is  in  fact  affected  by  coverage  and  by  things  like  discriminatory 
copayments  or  high  copayments,  a  finding  that  really  should  lead 
us  to  an  equitable  and  comprehensive  coverage,  provided  in  a 
strong  managed  care  system,  but  which  too  often  leads  us  to  Umit 
benefits  even  further. 

These  practices  persist  despite  findings  in  the  research  lit- 
erature. For  example,  approximately  63  percent  of  mental  health 
expenditures  are  currently  on  State,  county,  private  and  general 
hospital  inpatient  care.  States  continue  to  spend  close  to  70  percent 
of  their  general  revenue  in  appropriated  mental  health  dollars  on 
inpatient  care,  as  does  the  Medicaid  program-  The  major  growth  in 
private  insurance  costs  for  mental  healtn  care  in  the  1980  s  relates 
to  the  expanded  use  of  inpatient  treatment  for  children,  adolescents 
and  substance  abusers.  This  is  despite  the  fact  that  the  clinica.1  re- 
search studies,  some  of  which  were  mentioned  earlier  today,  indi- 
cate that  partial  hospital  services  and  day  treatment  services  are 
satisfactory,  and  lower-cost  alternatives  that  produce  in  most  cases 
a  better  long-term  outeome  than  inpatient  care.  This  is  despite  the 
fact  that  pubhc  mental  health  systems  in  particular  have  for  years 
safely  and  cost-effectively  provided  alternatives  to  inpatient  care 
through  24-hour  crisis  intervention  and  stabilization  programs. 

Fuller  findings  indicate  that  a  range  of  mobile,  continuous, 
community-based  treatment  and  case  management  programs  have 
been  more  effective  at  stabilizing  the  symptoms  of  mental  illness 
and  returning  individuals  to  functional  and  productive  status  even 
when  used  with  more  severely  ill  and  high-risk  patients.  Although 
we  know  that  65  to  80  percent  of  private  insurance  dollars  for  men- 
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tal  health  are  consumed  by  only  10  to  20  percent  of  the  users,  and 
that  50  to  70  percent  of  public  dollars  are  consumed  by  only  5  to 
10  percent  of  the  users,  we  continue  to  have  limited  private  cov- 
erage for  alternative  forms  of  treatment — onlv  11  percent  of  plans, 
for  example,  cover  partial  hospital  care — and  limited  parity — only 
30  percent  of  covered  lives  have  parity  in  mental  health  treatment 
coverage  as  they  do  with  health  care — relying  instead  on  the 
backup  of  a  public  care  system  that  is  poorly  balanced  and  itself 
overinvested  m  expensive  institutional  care. 

Finally,  estimates  of  the  comorbidity  of  mental  illness  and/or 
substance  abuse  problems  among  people  hospitalized  for  physical 
health  problems  range  from  35  percent  upward.  Treatment  has 
been  found  to  positively  affect  both  morbidity  and  mortality,  and 
yet  only  one  percent  to  5  percent,  depending  on  which  study  one 
looks  at,  of  tnose  individuals  receive  psychiatric  consultation.  In 
order  to  correct  the  inequities  in  the  quality  and  availability  of 
treatment,  to  improve  the  appropriateness  and  efficacy  of  treat- 
ment provided,  and  to  ensure  a  more  balanced  allocation  of  re- 
sources, a  more  cost-accountable  system  also,  we  must  do  two 
things:  embrace  and  use  what  we  know  about  the  reasonable 
course  and  tmticipated  efficacy  of  treatments  fit  to  various  mental 
disorders  in  the  benefits  design,  and  employ  research  findings  that 
demonstrate  offsets  to  inappropriate  health  care  consumption  and 
unnecessary  psychiatric  inpatient  care  utilization  resulting  from 
the  availability  of  comprehensive  mental  health  treatment  services. 

We  have  multiple  and  encouraging  examples,  as  will  be  pre- 
sented today,  of  progressive  systems  of  care  that  are  succeeding  in 
being  effective  in  people's  lives  and  accountable  to  both  clinical  and 
cost  standards. 

Specifically,  we  must  implement  mental  health  care  reform  that 
has  a  standard  and  flexible  benefit  that  is  available  to  all  Ameri- 
cans; that  has  parity  with  health  care  in  both  limits  and  co-pays; 
that  supports  a  full  continuum  of  services;  that  reduces  State  to 
State  variability,  and  that  promotes  a  unified,  integrated  system 
for  all — one  that  is  designed  to  incorporate  individuals  who  have 
been  both  publicly  and  privately  insured  and  accommodate  mul- 
tiple financing  streams;  second,  one  that  makes  accommodations 
for  different  risk  and  disability  levels  among  the  population,  and 
particularly  the  unique  needs  of  children  within  tne  larger  popu- 
lation, that  through  supplemental  benefits  covering  continuous 
treatment,  rehabilitation  and  care  for  seriously  ill  people,  has  in- 
centives to  encourage  a  better  fit  to  needed  ancillary  social  services 
or  other  health  care  services,  upon  which  many  of  the  individuals 
we  are  talking  about  rely,  particularly  those  individuals  who  are 
economically  msadvantaged  and  have  the  more  severe  forms  of  ill- 
ness, who  often  have  comorbid  health  conditions  that  have  gone 
untreated  for  far  too  long,  or  poorly  treated,  and  to  have  a  number 
of  social  service  needs  as  well. 

Through  the  linkage  of  these  benefits  to  long-term  care  benefits, 
we  need  a  system  that  would  discourage  the  dumping  of  needy  in- 
dividuals and  would  promote  the  best  use  of  limitedf  resources;  a 
system  that  operates  within  a  framework  of  managed  care  to  en- 
sure appropriate  clinical  reviews,  as  I  said  earlier,  for  the  medical 
necessity  of  care;  a  system  that  would  promote  timely  and  alter- 
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native  interventions  and  employ  safeguards  to  prevent  inappropri- 
ate or  under-service  that  might  be  encouraged  in  some  systems 
that  were  not  properly  monitored  and  would  really  be  driven  by  an 
interest  perhaps  to  generate  profits,  among  other  things;  a  system 
that  would  promote  the  use  of  clinically  and  cost-effective  treat- 
ments and  that  would  be  sufficiently  financed  to  promote  the  devel- 
opment of  alternatives  of  good  quality. 

The  system  as  it  is  presently  configured  has  many  gaps  in  it,  and 
although  we  have  examples  of  systems  that  are  comprehensively 
constructed,  those  don't  exist  everywhere,  and  there  has  to  be  some 
consideration  in  the  structure  of  the  reform  for  promoting,  as  Mrs. 
Gore  said,  the  development  of  those  alternatives. 

A  svstem  that  promotes  the  development  of  qualified  practition- 
ers wno  are  versed  not  only  inefficacious  treatment,  but  also  in  con- 
tinuous and  managed  care  initiatives,  is  critical.  Practitioners  who 
are  also  tied  to  and  have  available  to  themselves  and  make  use  of 
the  findings  in  the  research  literature  and  are  participating  and  ac- 
tively seeking  to  expand  the  knowledge  available  to  shape  and  re- 
shape future  services;  services  that  would  accommodate  age,  gen- 
der, and  cultural  appropriateness  in  the  delivery  of  care  and  that 
integrate  where  necessary  with  community  health,  education,  wel- 
fare and  justice  services. 

And  finally,  as  I  said  earlier,  we  need  a  system  that  can  address 
our  thorniest  need,  to  serve  and  ameliorate  the  conditions  of  home- 
less and  mentally  ill  persons,  who  are  so  abandoned  and  so  de- 
prived, and  so  able  to  be  helped;  a  system  that  can  make  the  best 
use  of  skills  and  resources  of  practitioners,  providers,  organizations 
of  care,  public  and  private  insurers,  in  a  partnership—and  I  under- 
score the  word  "partnership" — in  a  partnership  that  is  really  con- 
structed on  behalf  of  the  many  Americans  who  suffer  the  symptoms 
of  their  mental  illnesses  without  adequate  and  sufficient  treatment, 
who  develop  unnecessary  disabilities  due  to  the  lack  of  community 
alternatives  to  institutional  care. 

I  thank  you  for  your  consideration  on  their  behalf. 

The  Chairman.  Thank  you  very  much. 

The  Chairman.  Dr.  Kleber. 

Dr.  Kleber.  Thank  you,  Mr.  Chairman.  I'd  like  to  start  by  just 
briefly  noting  that  my  colleague  Mr.  Joseph  Califano,  with  whom 
I  started  the  Center  on  Addiction  and  Substance  Abuse,  apologizes 
for  not  being  able  to  be  here  today,  but  would  like  veiy  much  to 
be  included  in  future  hearings  of  your  community  on  this  very  im- 
portant topic. 

The  Chairman.  We  are  always  glad  to  hear  from  Mr.  Califano, 
and  we  are  delighted  to  hear  from  you. 

Dr.  Kleber.  Thank  you.  And  I  would  like  my  full  statement  to 
be  included  in  the  record. 

The  Chairman.  It  will  be  included. 

Dr.  Kleber.  Before  I  get  started,  I  would  like  to  make  one  point 
after  listening  to  Tipper  Gore.  I  was  trying  to  think  why  is  it  that, 
in  spite  of  all  these  good  intentions,  we  haven't  had  action  since 
Mrs.  Carter's  statement  in  the  seventies,  and  as  a  psychiatrist,  I 
try  to  figure  out  reasons  why,  when  good  things  don't  happen  in 
spite  of  all  these  good  intentions,  and  I  thought  of  four  reasons  why 
not,  and  then  I  will  launch  into  my  formal  presentation. 
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One,  there  is  a  real  feeling  in  the  country  that  these  people  have 
brought  it  on  themselves,  both  with  the  mental  disorders  and  sub- 
stance abuse  disorders,  and  really  don't  deserve  treatment,  espe- 
cially funded  by  the  public  purse. 

Second,  a  real  fear  that  the  demand  is  unlimited,  that  my  God, 
if  you  let  them  have  treatment,  they  are  going  to  come  pouring  out 
of  the  woodwork  and  overwhelm  the  health  care  system.  Third, 
that  treatment  is  inadequate,  that  it  really  doesn't  work.  And 
fourth,  there  has  been  a  lack  of  adequate  attention  to  outcome  cri- 
teria so  public  policymakers  really  don't  know  what  works. 

My  hope  is  that  in  my  remarks  today,  I  will  show  that  those 
statements  are  unfounded,  and  that  one  really  can  have  a  system 
of  treatment  for  substance  abusers,  which  is  what  I  will  focus  on, 
that  is  cost-effective  and  effective. 

My  remarks  are  based  on  a  group  of  20  experts  that  we  pulled 
together  about  a  month  or  so  ago  in  collaboration  with  my  col- 
league from  Brown,  Dr.  David  Lewis.  These  individuals  represent 
19  institutions  across  the  country.  They  are  primarily  academics 
who  know  every  outcome  study  on  substance  abuse  that  has  ever 
been  written  and  a  lot  that  haven't  been  published,  as  well  as  gen- 
eral health  policy  and  outcome.  No  member  of  the  group  had  any 
financial  interest  in  any  particular  treatment  approach.  So  we  ap- 
proached this  as  academics  and  as  people  who  do  treatment,  but 
have  no  vested  interest  in  it  financially. 

The  recommendations  are  based  on  the  assumption  that  health 
care  reform  will  provide  universal  access  to  an  integrated,  managed 
system  of  services  with  means  to  refer  patients  to  appropriate  lev- 
els of  care,  to  assess  treatment  effectiveness,  and  to  modify  treat- 
ment methods  based  on  such  outcome  assessment.  In  addition,  they 
assume  the  avail^ility  of  a  full  range  of  preventive  services  and 
strong  linkages  to  a  primary  medical  care  system. 

We  believe  that  the  inclusion  of  the  substance  abuse  treatment 
benefit  is  a  vital  part  of  true  health  system  reform.  Addictive  dis- 
eases result  in  health  care-related  costs  that  reach  $140  billion  an- 
nually by  the  end  of  1993,  not  to  talk  about  the  social  and  economic 
costs,  the  decreased  productivity,  the  accidents,  the  crime,  and  the 
family  disintegration.  All  Americans  suffer  these  costs  and  con- 
sequences. 

The  principles  of  the  proposed  system  that  I  and  my  colleagues 
came  up  with  are  as  follows:  First,  a  comprehensive  diagnostic 
evaluation  of  every  candidate  for  substance  abuse  treatment.  That 
is  tiie  key  to  the  whole  system.  Right  now,  our  treatment  system 
is  an  accident — ^you  get  wnatever  treatment  happens  to  be  the  door 
that  you  knock  on.  What  you  need  to  begin  with  is  a  strong  diag- 
nostic evaluation  that  can  evaluate  you  and  recommend  appro- 
priate patient  treatment  matching. 

Second,  services  should  be  available  along  a  full  continuum  from 
low  to  high  intensity,  so  that  patients  can  be  matched  through  the 
initial  diagnostic  evaluation  to  the  lowest  cost  level  of  care  appro- 
priate to  tne  severity.  Less  expensive  outpatient  settings  have  been 
found  by  research  to  be  as  effective  as  more  expensive  inpatient 
care  in  the  treatment  of  many  individuals  with  substance  abuse 
problems. 
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The  Minnesota  State  program,  for  example,  has  demonstrated 
that  an  effective,  consolidated  effort  can  shift  a  considerable 
amount  of  care  to  lower  cost  outpatient  services. 

It  is  also  important  to  keep  in  mind  that  the  intensity  of  services 
and  the  nature  of  the  providers  may  be  a  greater  determiner  of  out- 
come than  the  setting  itself 

In  addition,  while  longer  duration  of  clinical  contact  is  associated 
wiUi  better  outcome  for  the  more  severely  dependent,  relatively 
brief  interventions  can  be  useful  for  a  substantial  number  of  sub- 
stance abusers,  especially  alcohol  abusers.  Again,  one  of  the  things 
holding  back  full  acceptance  is  this  belief  that  everyone  needs 
treatment  forever.  The  data  is  reasonably  good  in  showing  that  the 
chronic  relapsing  patient  is  a  minority  of  tJie  system,  that  the  indi- 
vidual who  never  seems  to  get  better,  who  takes  a  lot  of  time,  effort 
and  dollars  probably  makes  up  no  more  than  15  to  20  percent  of 
substance  abusers;  that  the  large  majority  receive  treatment,  thev 
may  relapse  once  or  twice,  but  then  they  recover  and  they  do  well. 

The  specific  services  that  we  believe  any  substance  abuse  benefit 
should  include  are  evaluation;  detoxification  in  a  variety  of  set- 
tings; residential  treatment,  both  short  and  long-term;  hospitaliza- 
tion, primarily  for  medical  complications  or  associated  psychiatric 
problems;  community  outpatient  treatment  including  services  that 
range  from  brief  counseling  to  day  and  evening  treatment  of  vary- 
ing intensity,  as  well  as  family  tnerapy;  and  pharmacotherapeutic 
interventions,  including  both  short-term  for  acute  situations  and 
long-term  maintenance,  such  as  with  Methadone  or  Antabuse. 

Whatever  treatment  the  person  is  assigned  to  needs  to  be  modifi- 
able via  periodic  evaluation  and  outcome  measures  by  a  care  coor- 
dinator/case manager. 

Next,  we  believe  limits  should  not  be  set  by  the  number  of  inpa- 
tient days  or  outpatient  visits.  As  you  have  already  heard,  sub- 
stance abuse  and  dependency  should  be  treated  like  other  chronic 
conditions  such  as  (uabetes  and  hypertension.  The  initial  evalua- 
tion and  the  on^ing  monitoring  of  clinical  severity,  as  well  as  case 
management,  offers  a  far  greater  promise  of  achieving  maximum 
efficiency  and  effectiveness  than  limiting  the  number  of  particular 
days  or  visits. 

A  benefit  package  that  prescribes  an  arbitrary  number  of  days  or 
visits  in  order  to  control  costs  is  most  likely  to  lead  to  inappropri- 
ate utilization  and  hinder  the  flexibility  needed  to  achieve  cost-ef- 
fective outcomes.  If  some  limit  is  deemed  necessary,  we  would  rec- 
ommend a  national  global  dollar  cap  for  coverage  as  part  of  an 
overall  health  care  budget  cap,  rather  than  a  cap  on  individual 
services.  We  believe  that  such  a  cap  could  be  set  at  approximately 
$60  for  every  man,  woman  and  child,  which  is  about  $15  billion, 
which  is  a  minute  part  of  a  health  care  system  that  approaches 
$900  billion. 

Substance  abuse  treatment  needs  to  be  covered  as  part  of  the 
basic  package  of  benefits  in  any  health  care  reform  proposal.  Where 
they  are,  you  see  significant  savings;  where  you  don't,  you  don't  see 
them.  Many  public  and  private  insurers  oner  no  coverage,  or  cov- 
erage that  encourM^es  providers  to  act  in  a  manner  irrational  and 
needlessly  costly.  For  example,  private  insurance  often  covers  in- 
tensive hospital  inpatient  treatment,  but  limits  or  fails  to  cover  am- 
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bulatory  or  day  programs,  which  may  be  more  appropriate.  Under 
Medicaid,  all  States  pay  for  hospital-based  treatment;  few  cover 
long-term  residential  programs  such  as  Phoenix  House,  which  are 
often  more  appropriate.  Medicare  has  no  explicit  coverage  for  drug 
abuse  treatment. 

Substance  abuse  treatment  as  part  of  a  basic  package  is  afford- 
able. Although  the  need  may  be  great,  the  demand  is  relatively 
low.  We  estimate  roughly  18  million  individuals  who  are  alcohol 
abusers  or  alcoholic,  and  approximately  6  million  other  substance 
abusers,  but  in  terms  of  what  percentage  actually  seek  treatment, 
the  difference  is  striking.  Nineteen  ninety-one  MedStat  figures  for 
the  number  of  major  U.S.  corporations  that  provided  substance 
abuse  coverage  indicated  people  sought  treatment  at  roughly  less 
than  one  percent  of  the  number  of  individuals  covered. 

The  Chairman.  That's  one  percent  of  those  who  should  be  getting 
treatment,  or 

Dr.  Kleber.  No.  Of  all  the  people  covered,  or  4.5  million  lives, 
there  were  15,000  treatment  episodes.  It  is  nard  to  know  exactly 
what  the  need  was. 

The  Chairman.  That's  what  I  was  driving  at. 

Dr.  Kleber.  The  need  may  be  a  lot  greater  than  that.  People 
don't  come  in  for  a  variety  of  reasons,  including  stigma,  but  in  the 
system  where  adequate  insurance  was  provided,  there  was  no  over- 
whelming stampede  to  take  advantage  of  it.  In  fact,  the  actual  per- 
centage was  .33  percent  of  individuals  eligible  for  treatment  sought 

it.  ... 

In  Minnesota,  approximately  one  percent  of  individuals  were  in 

treatment  in  1992.  In  New  York,  considered  by  many  to  have  the 

worst  substance  abuse  problem  in  the  Nation,  roughly  2  percent  of 

the  population  received  treatment  for  substance  abuse. 

So  that  our  belief  is  that  demand  for  treatment  even  with  univer- 
sal access  would  not  add  dramatically  to  costs. 

The  Chairman.  Is  that  because  few  people  seek  it?  Does  that  fol- 
low? 

Dr.  Kleber.  Unlike  many  other  conditions  where  individuals 
want  treatment  because  they  perceive  it  as  a  disease  like  cancer, 
where  they  desperately  want  help,  many  substance  abusers  only 
seek  help  when  they  are  forced  into  treatment,  either  by  their  em- 
ployer, by  their  family,  or  by  the  criminal  justice  system. 

Unfortunately,  very  often,  even  when  such  pressure  takes  place, 
treatment  is  not  available.  There  are  long  waiting  lists  in  many  of 
our  cities. 

Let  me  close  by  pointing  out  that  what  I  have  talked  about  pri- 
marily is  rehabilitation.  Some  individuals  do  not  need  rehabilita- 
tion. There  is  no  "re"  to  go  back  to.  They  need  habilitation.  They 
need  the  kind  of  attention  paid  to  issues  of  housing,  of  vocational 
training,  educational  training.  We  believe  that  such  needed  habili- 
tation services  should  be  linked  with  the  treatment  services,  but  fi- 
nanced largely  with  public  funds  rather  than  fi^om  the  health  budg- 
et. 

And  finally,  if  the  managed  care  system  has  concern  about  their 
exposure,  especially  to  that  small  segment,  we  came  up  with  three 
possible  approaches  to  limit  an  individual  provider  system  expo- 
sure—one, a  public  reinsurance  pool  to  provide  stop-loss  protection 
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over  a  predetermined  amount  of  exposure;  second,  the  use  of  a  dis- 
ability rather  than  an  indemnity  benefit  that  offers  a  fixed  dollar 
amount  of  services;  and  finally,  a  dollar  cap  on  the  overall  amount 
of  services  available.  But  our  preference  would  be  for  the  system 
that  I  have  already  outlined. 

Thank  you. 

The  Chairman.  Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Kleber  follows:] 
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Substance  Abuse  Coverage  And  Health  Care  Reform 
Introduction 

On  March  6-7,  1993.  the  Center  on  Addiction  and  Substance  Abuse  at 
Columbia  University  (CASA),  in  collaboration  with  the  Browm  University  Center  for 
Alcohol  and  Addiction  Studies,  convened  a  group  of  top  national  experts  in  substance 
abuse  treatment  and  policy  to  identify  what  substance  abuse/dependency  services 
should  be  included  as  part  of  a  comprehensive  health  care  reform  package. 

Academic,  clinical  and  policy  researchers  from  19  different  institutions  made  up 
the  group.  (For  list  of  members,  see  Appendix  1).   Collectively,  the  group  Is  familiar 
with  virtually  all  the  scientific  research,  published  and  In  progress,  on  substance  abuse 
and  dependence  treatment  and  Its  outcome.   No  member  of  the  group  had  a  finandai 
interest  in  any  particular  treatment  approach.   For  this  report,  abused  substances 
include  alcohol,  nicotine,  legal  psychoactive  drugs  such  as  tranquilizers  and 
barbiturates,  and  Illegal  psychoactive  drugs  such  as  cocaine  and  heroin. 
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The  Recommended  System 

The  recommendations  and  their  Justification  reflect  the  group's  consensus, 
although  there  was  not  unanimity  on  every  point.   The  recommendations  are  based  on 
the  assumption  that  heaith  care  reform  will  provide  universal  access  to  an  Integrated, 
managed  system  of  services,  with  means  to  refer  patients  to  appropriate  levels  of 
care,  to  assess  treatment  effectiveness,  and  to  modify  treatment  methods  based  on 
such  outcome  assessments.   In  addition,  the  recommendations  assume  the  availablTrty 
of  a  fun  range  of  preventive  services  and  strong  llnl<ages  to  the  primary  care  medical 
system,  which  serves  as  an  Important  resource  for  Identifying  substance  abuse 
problems,  as  well  as  for  prevention  and  treatment. 

We  believe  that  the  inclusion  of  a  substance  abuse  treatment  benefit  is  a  vital 
part  of  true  health  system  reform.  Substance  abuse  and  dependence  are 
professionally  recognized,  clinically  diagnosable,  and  medically  treatable  conditions. 
Addictive  diseases  result  In  health  care  and  related  costs  that  will  reach  $140  billion 
annually  by  the  end  of  1993.   These  diseases  also  impose  social  and  economic  costs, 
such  as  decreased  productivity,  accidents,  crime  and  family  disintegration.   All 
Americans  suffer  these  costs  and  consequences.   A  brief  list  of  illustrative  health  care 
costs  is  attached. 
The  principles  of  the  proposed  system  are: 

-A  uniform,  comprehensive  dIagnostSc  evaluation  of  every  candidate  for 
substance  abuse  treatment.   This  standardized  evaluation,  using  well-established 
criteria,  provides  the  basis  for  patient/treatment  matching  and  referral  to  an 
appropriate  level  of  care.   It  also,  produces  baseline  data  for  ongoing  management  of 
each  case,  and  permits  overall  quality  assurance  and  outcomes  monitoring.' 

-Services  should  be  available  along  a  full  continuum,  from  low  to  high 
Intensity,  so  that  patients  can  be  matched  through  the  initial  diagnostic  evaluation  to 
the  lowest  cost  level  of  care  appropriate  to  the  severity  of  the  condition  and  the 
substance  of  abuse. 

Less  expensive  outpatient  settings  have  been  found  by  research  to  be  as 
effective  as  more  expensive  in-patient  care  in  the  treatment  of  many  individuals  with 
substance  abuse  problems.  The  f^^irinesota  State  program,  for  example  has 
demonstrated  that  an  effective,  consolidated  effort  can  shift  a  considerable  amount  of 
care  to  lower  cost,  outpatient  services.   However,  some  individuals  require  inpatient 
treatment,  and  guidelines  to  identify  them  have  been  developed  and  are  being 
evaluated.  It  Is  also  important  to  keep  in  mind  that  the  Intensity  of  services,  (e.g.,  an 


Heaith  care  reform  should  also  address  physician  and  other  provider  training  needs 
through  professional  schools,  state  and  national  professional  organizations  and  an 
improved  system  of  in-service  training.  This  training  will  be  needed  to  enhance  the  ability 
of  primary  care  providers,  to  better  assess  and  refer  substance  abusing  patients  In  need, 
and  to  assist  specialists. 
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Inpatient  "day"  can  vary  widely  In  type  and  quantity  of  services  provided)  and  the 
nature  of  tfie  providers,  (e.g.  professionally  trained  psychotherapist  vs.  counselor)  may 
be  a  greater  determiner  of  outcome  than  the  setting.  In  addition,  while  longer  duration 
of  dlnlcal  contact  is  associated  with  better  outcome  for  the  more  severely  dependent, 
relatively  brief  Interventions  can  be  useful  for  a  substantial  number  of  alcohol  abusers. 

-Treatment  needs  to  be  modifiable  via  periodic  evaluation  and  outcome 
measures  by  a  care  co-ordlnator/case  manager.   Such  changes  should  to  be 
based  on  practice  guidelines  and  related  to  clinical  findings.   TTiis  type  of  ongoing 
clinical  review  occurs  at  present  in  many  areas  of  medicine. 

-The  specific  services  that  the  substance  abuse  benelK  In  any  health 
reform  proposal  should  include  are: 

a.  Evaluation,  including  diagnosis  and  referral. 

b.  Detoxification  in  a  variety  of  settings. 

c.  Residential  treatment,  both  short  and  long-term. 

d.  Hospitalizations,  primarily  for  medical  complications  or  associated  psychiatric 
problems,  e.g.  suicidal  ideation,  major  depression. 

e.  Community  outpatient  treatment,  including  services  that  range  from  brief 
counseling  to  day  and  evening  treatment  of  varying  Intensity,  as  well  as  family 
therapy.  Such  family  therapy  may  be  especially  critical  where  children  of 
addicted  parents  are  involved. 

f.  Pharmacotherapeutic  intervention  including  both  short  term  for  acute 
situations  and  long-term  maintenance  such  as  with  methadone  or  disulfiram 
(Antabuse).' 

g.  After  care,  as  appropriate. 

-Limits  should  not  be  set  by  the  number  of  Inpatient  days  or  outpatient 
visits.  Substance  abuse  and  dependency  should  be  treated  like  other  chronic 
conditions  such  as  diabetes  and  hypertension.  A  rigorous  initial  evaluation  and 
ongoing  monitoring  of  dlnlcal  severity,  as  well  as  case  management  offer  the  greatest 
promise  of  achieving  maximum  efficiency  and  effectiveness.  There  Is  cost  offset  data 
sfiowing  that  appropriate  substance  abuse  treatment  can  decrease  other  health  care 
costs. 

A  benefit  package  that  prescribes  an  arbitrary  number  of  inpatient  days  and/or 
outpatient  visits  in  order  to  control  costs  Is  most  likely  to  lead  to  inappropriate 
utifization  in  settings  and  intensity  of  care,  and  Nnder  the  flexibility  needed  to  achieve 


'Innovative  treatments  and  technologies  will  be  developed  from  time  to  time,  so 
specific  provisions  should  allow  for  their  Inclusion  once  proven  effective  and  effteient 
through  research,  as  would  be  the  case  with  any  other  medical  conditkxi. 
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cost  effective  outcomes. 

If  some  limit  is  deemed  necessary,  we  would  recommend  that  a  national  global 
dollar  cap  for  coverage  of  all  substance  treatment  be  established,  as  part  of  an  overall 
health  care  budget  cap,  rather  than  a  cap  on  individual  services.  The  amount 
allocated  to  individual  managed  health  systems,  e.g.  Accountable  Health  Plans  (AHPs), 
should  be  adjusted  by  risk  and  geographic  location.   The  average  annual  size  of  this 
cap  could  be  set  at  approximately  $60  per  capita. 

I^any  provider  groups  for  other  ailments  will  advocate  their  inclusion  in  a 
national  health  insurance  program.   However,  the  advantages  of  including  substance 
abuse  treatment  are  unique.   Epidemiologic  and  economic  research  show  that 
substance  abuse  is  a  pervasive  risk  factor  for  a  wide  variety  of  other  health  problems 
which  add  considerably  to  morbidity  and  related  health  care  costs.   Substance  abuse 
treatment  represents  an  important  weapon  in  the  cost  containment  arsenal  and.  over 
time,  can  greatly  reduce  the  incidence  of  other  health  problems,  such  as  heart 
disease,  cancer,  and  trauma. 

-Substance  abuse  treatment  should  be  Integrated  Into  the  mainstream  of 
the  health  care  system  and  covered  as  part  of  a  basic  package  of  benefits  In  any 
health  care  reform  proposal. 

Research  on  substance  abuse  treatment  has  advanced  to  the  point  where  Its 
inclusion  in  a  universal  system  of  managed  care  can  be  designed  with  confidence  that 
it  will  work  efficiently  and  effectively. 

Addictive  diseases  as  well  as  the  Individuals  who  require  treatment  for  them 
have  long  been  stigmatized  and  marginalized.  The  prejudice,  misunderstanding,  fear 
and  denial  surrounding  these  problems  have  affected  the  behavior  of  consumers  and 
providers  of  health  care.  As  a  result,  many  public  and  private  insurers  offer  no 
coverage,  or  coverage  that  encourages  providers  to  act  in  a  manner  that  is  Irrational 
and  needlessly  costly.   For  example:  private  Insurance  often  covers  Intensive  hospital  i 
and  inpatient  treatment,  but  limits  or  fails  to  cover  ambulatory  lower  cost  interventions 
which  might  be  more  appropriate.   Similarly,  under  Iviedicaid,  all  states  pay  for 
hospital-based  treatment,  but  few  cover  long-term  residential  programs  which  are  often 
more  appropriate.   Medicare  has  no  explicit  coverage  for  drug  abuse  treatment. 
Other  Key  Points 

•  Substance  abuse  treatment,  as  part  of  a  basic  package  of  health  care 
coverage,  Is  affordable. 

Payers  and  purchasers  have  been  reluctant  to  cover  substance  abuse 
treatment  because,  among  other  reasons,  they  consider  H  subject  to  almost  Infinite 
demand.   The  reality  is  that  although  need  Is  substantial,  demand  is  low. 

Estimates  by  the  Institute  of  f^edicine  and  the  Department  of  Health  and  Human 
Services  suggest  that  there  are  6  million  persons  in  need  of  treatment  primarily  for 
drug  abuse  (more  than  3%  of  the  adolescent  and  adult  population)  and  approximately 
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18.5  million  persons  who  need  treatment  for  alcohol  abuse  (almost  10%  of  the. 
adolescent  and  adult  population). 

But  the  need  for  services  and  actual  demand  are  qutte  different.  (l991  Medstat 
figures  for  a  number  of  ma|or  U.S.  corporations  that  provided  substance  aBUSS 
coverage  Indicated  that,  out  of  4.6  million  covered  lives,  appro)dmately  15,000  received 
inpatient  and  outpatient  treatment.  Thus,  less  than  1%  of  those  eligible  for  treatment 
(0.33%)  received  treatment.  x     T^'f'l''^    0\H    paf^t 

Public  sector  rates  are  similar  in  some  states  and  substantially  higher  in  others. 
For  example,  in  1992,  of  approximately  4.4  million  Minnesotans,  approximately  46,000 
persons  were  in  treatment  (33,000  In  detoxification),  about  1%  of  the  total  state 
population.  In  1991,  of  18  million  New  Yorkers,  approximately  360,000  were  admitted 
to  treatment,  roughly  2%  of  the  population.  New  York  Is  the  state  often  considered  to 
have  the  worst  substance  abuse  problem  in  the  nation. 

TTie  evidence  to  date  suggests  that  the  demand  for  treatment,  even  with 
universal  access,  would  not  add  dramatically  to  costs.   In  order  to  reap  the  benefits  of 
diminishing  the  health  and  social  costs  of  substance  abuse  problem,  universal  access 
to  these  services  would  cost  approximately  $60  per  American\  a  figure  that  would 
actually  add  little  to  the  cost  of  a  basic  benefit  package. 

There  Is  concrete  research  evidence  that,  In  general,  substance  abuse 
treatment  Is  cost  effective,  saving  the  country  substantially  more  In  a  variety  of 
costs  than  such  treatment  itself  costs. 

A  good  example  is  the  treatment  of  nicotine  dependence  and  resulting  cost 
savings  in  other  areas  in  health  care.   In  the  past,  it  was  estimated  that  of  the  50+ 
million  addicted  smokers.  18  million  would  try  to  quit  each  year,  90%  or  more 
unassisted,  and  by  the  end  of  the  year,  93%  would  have  relapsed,  leaving  1 .3  million 
successes.   With  minimal  intervention,  the  success  rate  would  have  increased  to 
approximately  2  million. 

With  the  advent  of  nicotine  gum  and  the  nicotine  patch,  it  is  estimated  that  3  to 
4  million  individuals  per  year  might  be  successful  In  stopping  smoking  by  using  these 
pharmacologic  aids  and  primary  care  providers,   in  the  past  year,  5  million  patches  or 
gum  were  used.   The  long  term  quitting  rate  of  Individuals  receiving  this  intervention 
was  2  to  3  times  that  of  the  earlier  groups.  The  implications  of  this  for  other  health 
costs  were  striking.   In  a  review  presented  to  the  Food  and  Dnjg  Administration,  of  3 
million  individuals  who  had  received  the  patch  during  the  7  month  monitoring  period, 
only  33  heart  attacks  were  reported,  whereas  the  expected  rate  for  that  group  was 


This  estimate  is  based  upon  a  review  of  utilization  and  cost  data.  It  assumes  3  5 
mimon  treatment  users  Including  an  Increase  for  the  expanded  access  to  coverage  at  an 
average  cost  per  user  of  $4300.  These  numbers  do  not  factor  in  Increased  use  of  less 
costly  outpatient  sen/ices  resulting  from  the  likely  evaluation  assessment,  or  any  savings 
as  a  result  of  decreased  health  care  costs  that  would  be  a  result  of  expanded  access  to 
treatment. 
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over  2,000  heart  attacks.   In  spite  of  these  data,  many  prescription  plans  refuse  to 
cover  these  pharmacologic  Interventions  on  the  grounds  that  they  are  prevention  (of 
heart  disease  or  lung  cancer)  rather  than  treatment  (of  nicotine  dependence)  and  the 
plans  do  not  cover  prevention. 

While  the  savings  from  treatment  of  alcohol  and  drug  abuse  may  not  have  been 

as  precisely  calculated,  they  can  be  substantial.   One  study,  for  example,  showed  a 
24%  decrease  in  health  care  costs  for  the  group  of  treated  alcoholics  in  comparison  to 
the  untreated  group.   In  another  study,  one  Fortune  100  company  looked  at  the  Initial 
savings  of  their  Employee  Assistance  Program.   Medical  costs  for  each  employee  for 
the  three  years  prior  to  their  beginning  substance  abuse  treatment  averaged  $2068 
per  year.   One  full  year  following  the  initial  treatment,  average  medical  cost  was  $165. 
When  the  cost  of  substance  abuse  treatment  (not  a  recurring  cost)  is  added  in,  the 
company  still  saved  $500  per  employee  (about  25%).   Moreover,  absenteeism  was 
drastically  reduced. 

•  Despite  the  data  regarding  limited  demand  for  services,  we  recognize 
that  the  managed  systems  of  care,  e.g.,  Accountable  Health  Plans  (AHPs),  will 
have  concerns  about  their  exposure  resulting  from  adverse  risk  and  the  small 
segment  of  the  population  with  persistent,  chronic  problems.  To  respond  to  this 
concern,  three  possible  approaches  to  limit  an  Individual  provider  system  exposure 
were  discussed: 

-A  public  reinsurance  pool  to  provide  stop  loss  protection  over  a  predetermined 
amount  of  exposure  for  any  AHP.  This  reinsurance  can  apply  specifically  to  the 
substance  abuse  benefit  or  be  part  of  a  larger  reinsurance  mechanism. 

-The  use  of  a  disability  rather  than  Indemnity  benefit  that  offers  a  fixed  dollar 
amount  of  services  for  a  user  based  on  the  level  of  required  treatment.   The  level  of 
care  needed  would  be  determined  by  the  evaluation  and  resulting  plan  of  care. 

-A  dollar  cap  on  ttie  overall  amount  of  sen/ices  available  to  any  individual  user, 
either  during  a  benefit  year  or  on  a  lifetime  basis. 

Among  tiie  working  group,  there  was  general  agreement  wtth  the  first 
approach,  and  marked  disagreement  vM\  the  last  two  unless  they  were  generally 
applied  throughout  the  system  reform. 

•Habilltatlon 

While  not  part  of  the  benefit,  needed  habllitation  and  social  services  should  bo 
linked  with  the  treatment  services.  These  should  be  coordinated  by  a  case  manager, 
but.  like  other  social  programs  for  the  needy,  financed  largely  with  public  funds  other 
than  from  the  health  budget. 
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We  estimate  that,  by  the  end  of  this  year,  all  substance  abuse  and  addiction-legal  and 
illegal  drugs,  alcohol  and  nicotine-will  cost  the  health  care  system  some  $140  billion-about 
one  out  of  every  seven  of  the  one  trillion  dollars  we  will  be  spending  on  health  care. 

Tobacco: 

Cigarettes  and  other  forms  of  tobacco  are  responsible  for  the  premature  death  of  some 
500,000  people  a  year.(reference  2) 

•  Cigarettes  cause  18  percent  of  all  coronary  heart  disease  and  30 
percent  of  all  fatal  cancer--the  top  two  crippling  diseases  in  the 
United  States.(l,10) 

•  87percent  of  ail  lung  cancer  can  be  traced  to  cigarettes.(l)  As 
of  1986,  lung  cancer  surpassed  breast  cancer  as  the  leading 
terminal  cancer  among  women.(5) 

•  The  EPA  recently  designated  second-hand  smoke  as  a  Itnown 
human  carcinogen,  along  witli  only  ten  other  compounds. 
Exposure  to  parents'  smoke  causes  150,000  to  300,000  cases 
aimually  of  lower  respiratory  infections  such  as  bronchitis  and 
pneumonia  in  infants  and  young  children.(22) 

•  Smoking  by  women  during  pregnancy  retards  fetal  growth, 
doubling  the  risk  of  delivering  a  low-birth  weight  baby; 
newborns  exposed  to  cigarettes  in  utero  have  a  25  to  50  percent 
increased  risk  of  fetal  and  infant  deatfa.(6) 

Estimates  for  the  price  we  pay  in  added  health  care  costs  for  smokers-to  say  nothing  of  the 
health  care  costs  of  passive  smoking-range  from  $22  to  $50  billion  a  year.(2,16) 

Akohsl: 

Alcohol  abuse  is  responsible  for  at  least  100,000  deaths  a  year.(2) 

•  Alcohol  is  the  leading  cause  of  chronic  liver  disease,  including 
cirrhosis.  Alcohol  abuse  can  lead  to  many  serious 
gastrointestinal  problems  (including  esophageal  cancer  and 
pancreatitis),  nutritional  and  metabolic  disorders,  cardiovascular 
problems  a"''  neurologic  disorders.(13) 

•  The  AMA  estimates  that  25  to  40  percent  of  patients  in  general 
hospital  beds  are  being  treated  for  complications  of 
alcoholism.(2) 

•  Fetal  alcohol  syndrome  is  the  third  most  frequent  cause  of  birth 
defects  associated  with  mental  retardation.(21) 

•  40  percent  of  all  Americans  will  be  involved  in  an  alcohol- 
related  car  accident  that  requires  medical  care  sometime  in 
their  lives.(7) 

■Pie  estimated  cost  of  health  care  linked  to  alcohol  abuse  is  $86  billion  a  year.(2) 
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Drugs: 

Drug  abuse  leads  to  a  wide  array  of  diseases,  overwhelms  emergency  rooms,  and  jeopardizes 
the  health  of  our  children. 

•  7S  percent  of  trauma  victims  test  positive  for  drug  use.(l9) 

•  Some  375.000  babies  born  each  year  in  the  U.S.  are  exposed 
to  illicit  drugs  in  the  womb.  These  babies  face  higher  risk  of 
stroke  at  birth,  physical  deformity  and  mental  deficiency.(lS) 

•  Confirmed  reports  of  child  abuse  or  neglect  have  increased  226 
percent  over  the  past  decade.  More  than  half  of  these  reports- 
and  75  percent  of  reports  of  child  deaths-involve  drug  abuse  by 
the  parents.(l9) 

•  Intravenous  drug  use  is  implicated  in  a  third  of  all  AIDS  cases 
found  in  teenagers  and  adults.  71  percent  of  all  female  AIDS 
cases  are  linked  to  intravenous  drug  use.(12)  (This  does  not 
include  the  significant  percentage  of  AIDS  cases  due  to 
unprotected  sex  prompted  by  non-intravenous  drug  aiid  alcohol 
abuse.) 

•  Drug  abuse  can  lead  to  endocarditis,  cellulitis  and  hepatitis. 
Other  diseases,  including  TB,  result  from  a  weakening  of  the 
immune  system  and  the  debilitating  life  style  of  many  addicts. 
Drug  abuse  can  cause  mental  illness,  vascular  problems  and 
malnutrition.(II.14) 

CASA's  preliminary  estimate  is  that  drug  abuse  accounts  for  added  health  care  costs  ranging 
from  S20  to  S30  billion.(9) 

Substance  abuse  and  addiction  account  for  $140  billion  of  our  soon-to-be  one  trillion  dollar 
annual  health  care  bill. 

Compare  this  to  the  costs  of: 

••         Excess  hospital  beds-S6  to  S8  billion  a  year.(3) 

•  Medical  malpractice"S20  to  S30  billion  annually  in  legal  fees 
and  defensive  tests  and  procedures.(4,18) 

•  Unnecessary  coronary  bypasses-about  S4  billion  a  year.(8) 

•  Excess  angiograms-about  $1.4  billion  a  year.(8) 

•  Unnecessary  cesarean  sections-about  $1  billion  a  year.(20) 

Efforts  to  eliminate  unnecessary  administrative  costs  could  result  in  savings  of  zero  to  S2S 
billion,  depending  on  the  bureaucracy  required  to  operate  a  new  system. 

Limiting  payments  to  hospitals  and  doctors  to  the  rate  of  increase  of  the  consumer  price 
index  could  result  in  savings  of  S19  billion.* 

In  1992,  the  consumer  price  index  (CPI)  was  8.8%  for  hospitals  and  5.7%  for 
physician  services.  The  total  CPI  (Urban)  was  2.9%.  Multiplying  the  1990 
cost  of  hospital  services  ($258  billion)  by  8.8%  yields  nn  increase  of  $23 
billion:  multiplying  the  1990  cost  of  physician  services  ($129  billion)  by  5.7% 
yields  an  increase  of  $7  billion.  If  these  costs  could  be  held  to  the  CPIU,  the 
inneases  would  be  held  to  $7  billion  and  $4  billion  respectively- 1  $19  billion 
savings. 
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The  Chairman.  Ms.  Goff. 

Ms.  Goff.  Thank  you,  Mr.  Chairman,  Senator.  Good  morning. 

I  am  Veronica  Goff,  director  of  the  Washington  Business  Group 
on  Health.  WBGH  is  a  nonprofit  health  policy  organization  of  190 
of  our  Nation's  largest  employers,  representing  all  sectors  of  Amer- 
ican industry. 

I  appreciate  the  opportunity  to  share  with  you  WBGH's  views  on 
coverage  of  mental  and  suostance  abuse  disorders  in  national 
health  system  reform,  and  especially  to  tell  you  about  some  of  the 
best  practices  in  private  sector  health  plan  management.  As  a  re- 
sult of  these  practices,  employers  have  been  able  to  increase  access 
to  appropriate  mental  health  and  substance  abuse  care,  improve 
employee  satisfaction  with  their  health  plan,  and  manage  the  cost 
of  providing  those  services. 

Very  briefly,  I'd  like  to  tell  you  first  about  why  employers  are  in- 
terested in  providing  coverage  for  mental  health  and  substance 
abuse  care;  second,  from  their  experiences,  what  works  in  terms  of 
providing  accessible,  high  quality,  and  affordable  care;  and  finally, 
a  Uttle  bit  about  how  they  are  going  about  improving  employee  sat- 
isfaction with  the  mental  health  and  substance  abuse  plan  while 
managing  their  costs.  And  I  will  mention  that  throughout  my  re- 
marks, I  may  refer  to  a  mental  health  plan,  but  I'll  refer  to  that 
as  including  care  for  both  mental  and  substance  abuse  disorders. 

First,  I'd  like  to  provide  you  with  a  context  for  my  remarks  by 
telling  you  that  the  Washington  Business  Group  on  Health  sup- 
ports reform  of  our  health  care  system.  That  includes  access  to  a 
mil  continuum  of  medically  necessary  and  appropriate  mental 
health  and  substance  abuse  services  that  is  comparable  to  that  of 
physical  illness  and  is  delivered  through  an  organized  system  of 
care.  "Organized  system  of  care"  is  our  term  for  the  accountable 
health  plans  that  are  being  discussed  today.  The  concept  as  we 
have  defined  it  is  one  of  a  unified  and  accountable  health  care  de- 
livery system  that  serves  all  Americans.  Mental  health  services  are 
mainstreamed  into  the  system,  and  incentives  are  provided  to  the 
health  plan  so  that  even  those  individuals  with  the  most  severe  ill- 
nesses receive  treatment  from  the  system. 

I  would  emphasize  that  this  is  a  managed  environment.  We  be- 
lieve that  a  managed  approach  to  delivering  mental  health  and 
substance  abuse  services  is  critical  to  providing  a  full  continuum  of 
care  that  flexibly  meets  individual  needs  and  is  affordable  to  the 
health  system. 

So,  first,  why  are  employers  interested  in  providing  mental 
health  coverage?  Very  simply,  as  major  purchasers  of  health  care, 
employers  are  interested  in  seeing  that  all  health  problems  are  ef- 
fectively treated,  and  mental  and  substance  abuse  disorders  are  no 
exception.  These  illnesses  are  prevalent  in  all  aspects  of  our  soci- 
ety, including  in  our  work  force.  What  is  more,  employers  know 
that  they  pay  for  these  illnesses  whether  they  provide  coverage  in 
their  health  plans  or  not.  Untreated  or  inappropriately  treated 
mental  health  problems  cost  business  billions  of  dollars  in  lost  pro- 
ductivity, accidents,  disability,  and  unnecessary  use  of  medical 
care. 

For  example,  at  McDonnell  Douglas,  they  found  that  when  an 
employee  with  a  substance  abuse  problem  was  appropriately  treat- 
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ed,  the  medical  claims  costs  for  the  entire  family  went  down.  At 
Pacific  Bell,  thev  were  concerned  about  the  increasing  length  of  dis- 
ability due  to  depressive  illnesses.  They  provided  employees  with 
assistance  so  that  more  people  received  early  and  appropriate  care 
for  depression,  and  within  a  year,  the  length  of  disability  due  to  de- 
pression decreased  by  25  percent. 

So  employers  have  a  very  strong  interest  in  seeing  that  people 
get  good  treatment  for  mental  and  substance  abuse  disorders. 

Second,  from  employer  experiences,  what  works  in  terms  of  being 
able  to  provide  accessible,  high  quality  and  affordable  care — and 
perhaps  I  should  spend  a  moment  and  say  what  doesn't  work.  We 
know  that  defining  a  limited  benefit  in  terms  of  annual  inpatient 
days  and  outpatient  visits  does  not  work.  Experience  shows  clearly 
that  benefit  design  dictates  the  type  of  care  that  is  provided,  and 
much  of  that  care  has  been  inappropriate,  excessively  costly,  and 
even  detrimental. 

When  I  say  "detrimental,"  I  am  thinking  about  the  many  adoles- 
cents who  are  unnecessarily  hospitalized  rather  than  being  treated 
in  an  outpatient  setting  with  support  from  family  and  the  schools. 

Again  under  the  category  of  what  doesn't  work — and  I  have  ad- 
dressed this  in  more  detail  in  my  written  testimony — employers 
have  not  experienced  success  in  managing  the  cost  of  providing 
mental  health  and  substance  abuse  care  in  an  unmanaged  fee-for- 
service  system. 

So  what  does  work?  First  of  all,  what  does  work  is  to  make  a  full 
continuum  of  services  available,  from  prevention  and  early  inter- 
vention to  chronic  care  management.  What  works  is  to  have  treat- 
ment based  on  individual  need  firom  determinations  of  medical  ne- 
cessity, severity  of  illness,  level  of  functioning,  and  patient  input. 

What  works  is  to  have  emphasis  placed  on  employee  satisfaction 
and  the  ability  to  evaluate  the  quality  of  care  that  is  delivered. 

And  finally,  what  works  is  to  deliver  care  in  a  managed  environ- 
ment. And  as  you  can  see,  again,  by  the  details  in  my  written  testi- 
mony, employers  are  structuring  that  managed  environment  so 
that  the  system  of  care  both  provides  the  service  and  assumes  fi- 
nancial risk.  This  arrangement  encourages  efficiency  and  coordina- 
tion of  care  delivery  while  giving  health  care  professionals  more 
fireedom  to  make  decisions  that  are  not  influenced  by  the  design  of 
the  benefit. 

Finally  and  briefly,  how  are  employers  going  about  increasing 
employee  satisfaction  with  their  mental  health  plans  while  manag- 
ing costs?  Again,  I  would  refer  you  to  the  three  cases  in  my  written 
testimony — Honeywell,  Digital  Equipment  Corporation,  and  IBM — 
and  I  will  tell  you  that  there  are  many  more  examples  of  employers 
improving  their  mental  health  plans  in  an  affordable  manner.  And 
I  know  we'll  hear  in  a  few  moments  about  the  BellSouth  experi- 
ence. 

I  will  tell  you  that  the  common  features  of  all  these  successful 
employer  plans  include  working  closely  with  a  network  of  multi- 
disciplinary  providers,  making  a  full  continuum  of  care  available, 
providing  incentives  for  early  treatment  before  the  illness  becomes 
disabling,  and  providing  flexibility  in  coverage  for  the  most  se- 
verely ill  individuals. 
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The  results,  very  briefly,  are  increased  utilization  of  the  mental 
health  benefit,  improved  employee  satisfaction  with  the  health 
plan,  and  raanageable  costs  of  providing  the  benefit,  with  annual 
cost  increases  that  are  below  those  of  medical  care. 

Mr.  Chairman,  that  concludes  my  remarks.  Thank  you. 

The  Chairman.  Thank  you  very  much. 

[The  prepared  statement  of  Ms.  GoflF  follows:] 

Prepared  Statement  of  Veronica  Goff 

Mr.  Chairman  and  Senators  of  the  committee,  good  morning.  I  am  Veronica  GofT, 
director  of  the  Washington  Business  Group  on  Health  (WBGH).  WBGH  is  an  organi- 
zation of  190  of  the  Nation's  largest  employers  representing  all  sectors  of  American 
industry  that  has  been  involved  in  public  and  private  sector  eflbrts  to  improve 
health  care  delivery  and  financing  since  1974.  I  appreciate  the  opportunity  to  share 
with  you  WBGH's  views  on  coverage  for  mental  and  addictive  disorders  in  national 
health  system  reform. 

The  Washington  Business  Group  on  Health  supports  refonn  of  the  UJS.  health 
care  system  that  includes  universal  access  to  a  fiill  continuum  of  medically  nec- 
essary and  appropriate  mental  health  and  substance  abuse  services  that  is  com- 
parable to  that  of  physical  illnesses  and  is  delivered  through  an  organized  sjrstem 
of  care.  A  managed  care  approach  to  delivering  mental  health  and  substance  abuse 
care  is  critical  to  providing  a  full  continuum  of  services  in  a  way  that  flexibly  meets 
individual  need  and  is  affordable  to  the  health  system. 

As  wUl  become  apparent,  I  am  not  here  to  describe  the  conventional  employer 
mental  health  plan,  ^stead,  I  will  discuss  some  of  the  best  practices  in  private  sec- 
tor health  plan  management.  As  a  result  of  these  practices,  employers  have  been 
able  to  increase  access  to  appropriate  mental  health  and  substance  abuse  care,  im- 
prove employee  satisfaction  with  their  health  plan,  and  manage  the  cost  of  providing 
those  services.  Throughout  this  statement  I  will  refer  to  mental  health  care  as  in- 
cluding care  for  both  mental  and  substance  abuse  disorders. 

I.  The  Need  for  Fundamental  Change  in  the  Financing  and  Delivery  of 

Mental  Health  Services 

The  financing  and  delivery  of  mental  health  and  substance  abuse  services  are  in 
need  of  fiindamental  reform.  Currently,  30  million  Americans  have  a  diagnosable 
mental  disorder,  but  fewer  than  one  third  receive  appropriate  treatment.  Similarly, 
it  is  estimated  that  only  15  percent  of  substance  abusers  receive  treatment.  Many 
of  these  disorders  are  severe,  chronic,  and  recurrent.  However,  most  can  be  man- 
aged effectively,  and  many  can  be  prevented,  if  identified  early  and  treated  appro- 
priately. 

I  would  like  to  describe  some  of  the  problems  that  exist  in  our  current  health  care 
system  regarding  the  delivery  of  mental  health  services: 

A.  cost 

The  first  of  these  is  cost.  Over  the  past  decade,  mental  health  has  been  one  of 
the  fastest  growing  segments  of  the  expanding  cost  of  providing  health  benefits.  Be- 
tween 1986  and  1990,  employers  saw  their  costs  for  mental  health  services  increase 
by  an  average  of  50  percent,  with  66-70  percent  of  the  spending  on  inpatient  care. 
The  most  generous  indemnity  (fee-for-service)  plans  were  those  iJ^at  experienced  the 
most  dramatic  cost  increases. 

In  the  face  of  rising  and  unmanageable  costs,  most  employers  began  to  restrict 
their  mental  health  benefits.  Common  restrictions  include  arbitrary  caps  on  annual 
and  lifetime  dollars  and  days,  along  with  greater  cost  sharing  by  beneficiaries.  Such 
restrictions  leave  the  most  seriously  ill  without  adequate  protection,  as  many  of 
those  patients  are  diverted  from  private  sector  care  into  the  overburdened  public 
sector.  Restrictions  also  mean  that  many  Americans  cannot  afford  the  cost  of  ade- 
quate mental  health  care  and  wait  to  seek  treatment  until  the  iUness  is  serious  and 
disabling.  Finally,  restrictions  often  prove  futile  for  purchasers  as  well,  as  employers 
report  consequences  such  as  diagnosis  gaming,  overuse  of  general  medical  care,  and 
higher  disability  costs. 
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B.  QUALITY 

The  second  problem  in  our  current  system  that  I  would  like  to  address  is  quality. 
The  implications  of  cost  management  problems  in  delivering  mental  health  services 
also  are  seen  in  problems  concerning  the  quality  of  care  delivered.  First,  hospitaliza- 
tion, the  most  restrictive  and  costly  treatment  setting,  is  unnecessarily  overutilized. 
The  problem,  in  part,  is  due  to  poor  benefit  design.  Private  insurance  commonly  re- 
imburses more  generously  for  inpatient  services,  thereby  creating  a  financial  incen- 
tive to  use  hospitalization.  Originally  designed  as  a  way  to  protect  the  most  seri- 
ously ill  individuals,  the  discrepancy  in  coverage  between  inpatient  and  outpatient 
care  discourages  early  intervention  with  less  costly  treatments. 

Explosive  growth  in  provider  supply  is  another  factor  in  the  inappropriate  use  of 
hospitalization.  Between  1984  and  1990,  the  number  of  free-standing  psychiatric 
hospitals  increased  by  84  percent.  The  beds  were  filled  by  sophisticated  marketing 
campaigns  targeting  adolescents  and  substance  abusers.  The  result  was  alarming 
increases  in  employer  expenditures  and  a  large  amount  of  unjustified  and  even 
harmful  "care." 

In  addition  to  the  overuse  of  hospitalization,  the  provision  of  good  quality  care  is 
compromised  by  poor  recognition  and  treatment  of  mental  and  substance  abuse  dis- 
orders in  primary  care.  For  example,  a  1989  BAND  Corporation  study  found  that 
primary  care  physicians  in  a  fee-for-service  setting  detected  depression  in  only  51 
percent  of  patients  with  a  current  depressive  disorder.  Early  recognition,  accurate 
diagnosis,  and  appropriate  management  or  referral  would  result  in  lower  spending 
by  reducing  the  number  of  physician  visits  and  the  inappropriate  use  of  medication. 
However,  skills  in  recognition  and  treatment  are  not  the  only  issues.  System-based 
incentives  that  are  lacking  today  are  needed  to  improve  the  link  between  primary 
care  and  mental  health  providers,  increasing  the  involvement  of  primary  care  physi- 
cians in  the  diagnosis,  referral,  and  management  of  mental  disorders. 

Finally,  uncertainty  about  treatment  efficacy  has  been  a  persistent  barrier  to  pro- 
viding necessary  mental  health  coverage.  Generally  accepted  standards  of  practice 
are  needed  with  meaningful  documentation  of  value  received  from  treatment,  in- 
cluding functional  as  well  as  clinical  outcome  measures. 

C.  ACCESS 

As  major  purchasers  of  health  care,  employers  have  a  significant  interest  in  en- 
suring that  all  health  problems  are  efTectively  treated.  Mental  and  substance  abuse 
problems  are  no  exception.  They  are  prevalent  in  every  aspect  of  our  society,  includ- 
ing our  workforces.  What's  more,  employers  pay  the  tab  for  mental  and  substance 
abuse  disorders  whether  they  include  coverage  in  their  health  plans  or  not.  Un- 
treated or  inappropriately  treated  mental  health  problems  cost  business  millions  of 
dollars  in  lost  productivity,  accidents,  overuse  of  general  medical  care,  and  disabil- 

Arbitrary  restrictions  on  mental  health  coverage  and  the  stigma  associated  with 
mental  and  substance  abuse  disorders  have  resulted  in  access  problems  that  impact 
the  quality  and  cost  of  care  delivered.  Most  individuals  with  a  diagnosable  mental 
disorder  do  not  seek  treatment;  those  who  do  so  usually  wait  until  the  illness  is  seri- 
ously disabling  and  more  costly  to  treat.  Therefore,  the  failure  to  access  early  and 
appropriate  mental  health  services  drives  up  spending  both  for  mental  health  serv- 
ices and  medical  services. 

n.  Basic  Principles  for  Reform 

Most  mental  and  substance  abuse  disorders  can  be  prevented  or  managed  effec- 
tively if  identified  early  and  treated  appropriately.  In  fact,  routine  early  identifica- 
tion with  appropriate  treatment  may  dramatically  reduce  the  use  of  general  medical 
services.  In  contrast,  undiagnosed  and  untreated,  these  disorders  often  prove  seri- 
ously disabling,  life  threatening,  and  costly  to  individuals,  families,  and  society. 

The  Washington  Business  Group  on  Health  supports  reform  of  the  U.S.  health 
care  system  that  includes  universal  access  to  a  full  continuum  of  medically  nec- 
essary and  appropriate  mental  health  and  substance  abuse  services  that  is  com- 
parable to  that  of  physical  illnesses  and  is  delivered  through  an  organized  system 
of  care.  A  managed  care  approach  to  delivering  mental  health  and  substance  abuse 
care  is  critical  to  providing  a  full  continuum  of  services  in  a  way  that  flexibly  meets 
individual  need  and  is  affordable  to  the  health  system. 
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m.  Organized  Systems  op  Care 

Our  use  of  the  term  "organized  systems  of  care"  is  comparable  to  that  of  the  "ac- 
countable health  plans"  being  discussed  in  current  reform  proposals,  although  we 
believe  that  we  have  defined  uie  plans  more  thorou^iily.  The  concept  is  one  of  a  uni- 
fied and  accountable  healtii  care  deliveiy  system  that  serves  all  Americans  and  re- 
places the  fragmented  systems  whidi  operate  today.  Mental  health  services  are 
mainstreamed  mto  the  system  and  incentives  are  provided  to  health  plans  so  that 
even  those  individuals  with  the  most  severe  illnesses  receive  treatment  from  that 
system. 

A.  DEFINITION 

Organized  systems  of  care  (OSC's)  are  integrated  financing  and  delivery  systems 
that  use  a  multidisciplinary  panel  of  providers  selected  on  the  basis  of  quality  and 
cost  management  criteria  to  furnish  comprehensive  services.  The  systems  incor- 
porate incentives  to  provide  only  appropriate  and  necessary  care  into  their  oper- 
ations and  are  accountable  to  patients  and  purchasers  on  the  basis  of  quality,  cost, 
and  outcomes  information. 

Using  one  system  that  both  provides  care  and  assumes  financial  risk  ensures  the 
efficiency  and  coordination  of  care  delivery.  This  is  especially  important  for  mental 
hefdth  and  substance  abuse  disorders,  which  are  often  chronic  or  recurrent  and  can 
be  effectively  treated  by  providers  from  more  than  one  discipline. 

B.  SYSTEM  CHARACTERIOTICS 

A  FuU  Continuum  of  Services.  OSC's  provide  a  full  continuum  of  services,  in- 
cluding preventive,  primary,  acute,  rehabihtative,  and  chronic  care.  Those  individ- 
uals who  need  intensive  care  are  able  to  obtain  it,  while  the  movement  of  individ- 
uals to  less  intensive  levels  of  care  is  encouraged.  In  a  well  managed  system,  arbi- 
trary benefit  limits  defined  by  numbers  of  inpatient  days  and  outpatient  visits  are 
unnecessary.  Treatment  is  based  on  individual  need  from  determinations  of  medical 
necessity,  severity  of  illness,  level  of  functioning,  and  patient  input.  Since  the  sys- 
tem as  a  whole  is  at  least  partly  at  risk  for  the  cost  of  care,  the  most  appropriate 
and  least  costly  level  of  care  is  selected. 

Prevention  and  Early  Intervention.  OSC's  encourage  prevention  and  early 
intervention  through  educational  efibrts,  incentives  to  seek  care  early,  and  good 
communication  between  primary  care  and  mental  health  care  providers.  A  resource 
referral  mechanism  directs  patients  to  the  most  appropriate  level  of  care  in  the  de- 
livery system. 

Accountability.  Providers  and  facilities  are  selected  based  on  their  ability  to 
meet  the  system's  quality  and  cost-management  criteria.  The  system  of  care  is  held 
accountable  to  patients  and  purchasers  on  the  basis  of  quality,  cost  management, 
and  outcomes  information.  Such  measures  as  patient  satisfaction  and  population 
health  status  are  used  to  ensure  that  physicians  and  others  are  providmg  appro- 
priate, high  quality,  and  cost-efTective  care.  Treatment  effectiveness  is  evaluated  in 
terms  of  mnctional  as  well  as  clinical  outcomes,  with  emphasis  placed  on  how  treat- 
ment impacts  the  individual's  daily  life. 

Continuous  Quality  Improvement.  OSC's  incorporate  the  principles  of  continu- 
ous quality  improvement  (CQD.  Basic  characteristics  of  CQI  include  tnat  the  quality 
of  care  must  be  based  on  an  understanding  of  the  needs  and  expectations  of  the 
"customers,"  the  specification  and  improvement  of  the  product  or  service  must  be 
continuous  and  measurable,  and  everyone  in  the  system  must  be  involved  in  im- 
provement because  eveiything  can  be  improved.  By  definition,  these  principles  pre- 
scribe that  the  system  of  care  will  differ  from  community  to  community  based  on 
need. 

Integrated  Health  Data  Management.  OSC's  provide  for  the  collection  and  dis- 
semination of  relevant  data.  Good  decision-making  depends  on  what  we  know  about 
utilization,  quality,  and  cost.  Information  can  be  collected  to  improve  the  perform- 
ance of  the  system,  facilitate  choices  about  care,  and  ensure  accountability  to  pa- 
tients and  purchasers. 

C.  ORGANIZED  SYSTEMS  OF  CARE  IN  RELATION  TO  CURRENT  MANAGED  CARE  EFFORTS 

Organized  systems  of  care  expand  on  the  best  practices  of  our  current  health 
maintenance  organizations  and  other  managed  mental  health  programs  to  effect  a 
fundamental  change  in  the  way  that  health  care  is  delivered.  Current  managed  care 
efforts  are  an  important  improvement  upon  traditional  arrangements  which  incor- 
porated no  cost  or  quality  controls  on  the  provision  of  health  care.  But,  as  currently 
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practiced,  much  managed  care  is  oriented  toward  procedure-or  service-specific  utili- 
zation review  rather  than  quality  improvement  mechanisms  and  accountability  for 
overcdl  performance. 

IV.  Employer  Case  Studies 

Althou^  the  concept  and  use  of  OSCs  is  evolving,  several  of  the  Nation's  largest 
health  care  purchasers  have  ample  experience  with  this  model  which  has  proven 
successAil  in  maintaining  quality  while  holding  down  costs.  It  is  important  to  note, 
however,  that  each  employer  has  approadied  improvements  in  mental  health  service 
delivery  somewhat  dif^rently.  For  example,  Honeywell  is  directly  contracting  with 
systems  of  care,  Digital  Equipment  Corporation  is  working  closely  with  their  health 
maintenance  orgamzations,  and  IBM  is  contracting  with  a  managed  mental  health 
care  firm. 

Features  common  to  all  the  plans  include: 

1.  Care  is  delivered  in  a  managed  environment.  Employers  have  not  experienced 
success  in  managing  the  cost  of  providing  mental  health  and  substance  abuse  care 
or  evaluating  the  quality  of  that  care  in  an  unmanaged  fee-for-service  system. 

2.  A  full  continuum  of  services  is  available,  from  prevention  and  early  interven- 
tion to  dironic  care. 

3.  Treatment  is  based  on  individual  need  from  determinations  of  medical  neces- 
sity, severity  of  illness,  level  of  functioning,  and  patient  input. 

4.  An  emphasis  is  placed  on  employee  satisfaction  and  the  ability  to  evaluate  the 
quality  of  care  delivered. 

A.  HONEYWELL,  INC. 

Honeywell  has  approximately  12,000  domestic  employees  enrolled  in  organized 
mental  health  systems.  The  first  system  of  care  was  developed  in  1990  in  Albuquer- 
que, New  Mexico,  serving  2,500  employees. 

In  1990,  employees  in  Albuqueixjue  had  the  option  of  choosing  between  two 
HMO's  (in  whicn  70  percent  of  employees  enrolled)  and  fee-for-service  (FFS)  care  (30 
percent  of  employees  enrolled).  Tne  benefits  in  the  HMO's  were  unsatisfactory  to 
employees,  and  Honeywell  was  forced  to  consider  restricting  benefits  in  the  FFS 
plan  to  control  the  rapidly  escalating  costs  for  adolescent  mental  health  care. 

In  1991,  rather  than  restricting  benefits,  Honeywell  carved  out  the  mental  health 
program.  They  selected  a  single  specialty  psychiatric  and  chemical  dependency 
group  practice  to  provide  all  mental  health  services.  Benefits  were  improved  by  ex- 
panmng  the  scope  of  services,  lowering  the  co-pay,  and  eliminating  maximum  caps. 
The  out-of-network  option  was  eliminated  so  that  all  care  must  be  obtained  through 
this  system  of  care. 

The  goals  in  selecting  the  group  practice  were  to  have:  1)  integration  of  all  care 
under  one  management  strurture,  with  standards  of  care  and  excellent  care  man- 
agement; 2)  demonstrated  ability  to  treat  adolescents  and  their  families  with  mini- 
mum use  of  higher  cost  hospitalization  yet  with  better  outcomes;  3)  increased  focus 
on  prevention  and  early  intervention  tlm)ugh  worksite  prevention  activities;  4)  im- 
proved diagnosis  and  care  management;  and  5)  a  commitment  from  the  system  of 
care  to  continuous  quality  improvement  through  a  partnership  where  Honeywell  is 
bringing  CQI  trainers  to  assist  with  quality  efforts. 

The  group  practice  is  responsible  for  creating  a  system  of  care  that  offers  a  full 
continuum  of  services  delivered  by  a  multidisciplinary  panel.  The  system  uses  sala- 
ried providers  so  that  there  is  no  incentive  to  over-  or  under-treat.  In  addition,  the 
system  contains  a  strong  prevention  focus,  with  an  employee  assistance  program  to 
provide  early  and  easy  access  to  services,  and  integration  with  occupational  pro- 
grams such  as  health  promotion,  prevention,  drug  testing,  disability  management, 
and  management  traimng. 

There  is  no  benefit  design  with  the  exception  of  a  lifetime  limit  of  two  treatments 
for  substance  abuse.  The  system  of  care  determines  the  most  appropriate  care  and 
develops  a  treatment  plan.  Multidisciplinary  evaluation,  treatment,  and  follow-up 
are  available  as  appropriate.  Although  a  treatment  plan  may  include  diverse  levels 
and  modes  of  care  over  time,  one  member  of  the  care  team  is  responsible  for  track- 
ing the  patient  through  various  treatment  settings.  The  patient  and  family  are  fully 
iniormed  so  that  the  care  plan  is  known  to  everyone. 

The  advantages  to  both  Honeywell  and  the  provider  organization  include:  1)  the 
ability  to  deliver  the  highest  level  of  appropriate  care  rather  than  treatment  con- 
trolled by  benefit  design;  2)  cost  containment  through  quality  and  variation  control 
versus  denial  of  care  or  discounted  fees;  and  3)  an  ongoing  relationship  that  allows 
for  the  development  of  a  common  language  and  purpose,  consistent  messages  to 
beneficiaries,  and  shared  feedback  to  continually  improve  the  system. 
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The  outcome  has  been  extremely  positive  with  hi^  employee  and  dependent  sat- 
isfaction, cost  reductions  of  40  percent  in  the  first  year  ana  cost  increases  held  to 
4  percent  in  subsequent  years. 

B.  DIGITAL  EQUIPMENT  CORPORATION 

Another  innovative  effort  is  underway  at  Digital  E^quipment  Corporation.  Digital 
has  committed  itself  to  working  with  its  HMO's  to  improve  the  provision  of  care. 
To  that  end,  HMO  standards  have  been  developed,  including  stanaards  for  data,  fi- 
nancial stability,  quality,  access,  and  mental  health  and  substance  abuse  care. 

Regarding  mental  health  ana  substance  abuse  services,  some  common  problems 
identified  by  Digital  and  their  HMO's  include  rigid  adherence  to  benefit  limits;  ]&ds. 
of  case  management;  barriers  to  initio  access;  lack  of  specialty  staff;  and  lack  of 
documentation  of  value  received  by  patients.  Expectations  for  improvements  in 
these  areas  have  been  outlined,  with  an  underlying  focus  on  increasing  flexibility 
in  meeting  the  needs  of  individual  patients  and  to  mform  the  health  care  delivery 
process  with  data. 

For  example,  a  triage  mechanism  improves  access  to  the  most  appropriate  level 
of  care  in  the  system.  An  individualized  treatment  approach  is  encouraged  with  de- 
cisions based  on  determinations  of  medical  necessity  and  measurement  of  patient 
functioning  and  well-being.  Case  management  is  recommended  for  all  inpatient  or 
alternative  treatment  faculty  admissions  to  ensure  an  appropriate  post-discharge 
regimen  and  follow-up  care. 

One  of  the  most  excitinginitiatives  involves  an  intensive  evaluation  of  treatment 
for  depression  with  three  HMOs  offered  to  Digital  employees:  the  Fallon  Community 
Health  Ran,  the  Harvard  Community  Health  Plan,  and  the  Matthew  Thornton 
Health  Plan.  The  group  will  use  a  version  of  the  outcomes  module  for  mcgor  depres- 
sion and  dysthymia,  an  assessment  tool  developed  by  a  team  of  clinicians  led  by  G. 
Richard  Smith  at  the  University  of  Arkansas.  Presently,  a  pilot  study  is  underway 
to  evaluate  and  refine  tiie  assessment  tools. 

The  objective  of  the  effort  is  to  collect  and  share  data  on  the  auality  of  care  with 
the  intent  of  using  the  information  to  improve  care  across  all  three  organizations. 
Information  learned  will  also  be  shared  with  other  providers  and  purchasers  in 
order  to  promote  widespread  improvements  in  the  management  of  depression  in  a 
variety  of  managed  care  settings. 

C.  IBM 

Prior  to  1990,  costs  for  mental  hetdth  and  substance  abuse  services  were  escalat- 
ing by  more  than  20  percent  annually.  IBM  believed  that  the  plan  design  drove 
many  of  the  inefficiencies  because  lower  cost  treatment  options  were  not  reim- 
bursed, there  was  no  case  management  service,  and  employees  were  on  their  own 
in  identifying  appropriate  providers. 

La  1990,  lUM  created  an  independent  advisory  board  comprised  of  three  psychia- 
trists, one  psychologist,  and  one  social  worker,  whose  task  it  was  to  work  with  the 
selected  managed  mental  health  care  vendor  to  develop  clinical  protocols,  criteria, 
and  procedures.  A  nationwide  point  of  service  network  was  established  to  serve  the 
750,000  covered  lives,  which  included  employees,  retirees,  COBRA  enroUees,  and  de- 
pendents. In  addition,  a  resource  referral  service  was  established  to  assist  individ- 
uals in  selecting  the  most  appropriate  care. 

Benefits  were  expanded  to  cover  100  percent  of  inpatient  care  for  up  to  365  days 
annually  in-networx.  In-network  outpatient  care  is  reimbursed  at  80  percent  of  up 
to  $15,000  and  50  percent  from  $15,000  to  $25,000  annually. 

Overall  utilization  of  the  mental  health  benefit  has  increased  by  5  to  10  percent, 
while  total  savings  eoual  4  to  5  percent  of  total  paid  claims.  Employee  satisfaction 
has  been  consistently  ni^. 

D.  CENTERS  FOR  MENTAL  HEALTHCARE  RESEARCH 

A  final  example  of  how  the  elements  of  OSCs  are  being  applied  involves  an  effort 
to  develop  state-of-the-art  tools  to  iniprove  the  quality  of  mental  health  and  sub- 
stance abuse  care.  The  Centers  for  Mental  Healthcare  Research  at  the  University 
of  Arkansas  for  Medical  Sciences  have  been  working  for  several  years  on  a  mental 
health  outcomes  project.  Their  aim  is  to  improve  mental  health  care  by  utilizing  dis- 
order-specific outcome  modules  which  can  be  part  of  routine  clinical  care. 

Outcome  modules  have  been  developed  or  are  under  development  for  five  dis- 
orders: major  depression/dysthymia,  panic  disorder,  alcohol  abuse/dependence,  schiz- 
ophrenia, and  drug  abuse.  Each  of  the  modules  has  seven  phases  of  development: 
conceptual  work,  development  of  a  prototype  module,  field  and  validity  testing  of  the 
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prototjrpe  module,  revision  of  the  module,  feasibility  testing  in  clinical  settings,  for- 
mal testing  of  the  module  in  a  quality  improvement  pro^ani,  and  use  of  the  module 
in  a  quality  improvement  program  to  improve  the  (fuahty  ol  care.  The  module  that 
is  furthest  along  in  the  process,  depression/dysthymia,  is  undergoing  feasibility  test- 
ing  in  the  Digital  HMO  eflbrt  described  above,  as  well  as  in  a  community  mental 
health  center. 
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COBRA  enrolles 
Eligible  dependent* 

•  BenelH  Dcslfa 

Ssttiog  liLFtfsjsk  Qvi:fiLpet»sak 

bipatlenl  100*  op  to  3fiS  day*  SOX  up  to  90  day* 

30«  9I-J65  day* 

eutpaUent  <0«  up  to  $13,000  SOX  op  to  SU.OOO 

SOX  $I5,000-$2S.OOO 
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RESULTS 

•          CeX 

I9M-I9I9       1989-1990 

1990-1991       1991-1992 

Total  PiM          -flS.!*          -0.3S 

-S.9X             -l.l« 

Tom  Sivlnft  -  4-SX  totti  paid  clilnu 

•          Chinics  In  Inpntknt  Ulltbaltsn 

I9W                1990 
ALOS/Aeule  can       30.3                29.2 

1991 
25.1 

1992 
17.4 

Dayi/IOOO                 ISS.4              173.2 
Acute  cafe 

113.2 

91.7 

•  Clian((s  In  Ottrall  Utlltiallon 
tncreaje  by  3-IOX 

•  f  mHItc  Emplejrec  Rcspomc  (since  1990) 

ainlcal  rerenal  line  -  21.934  calls 
Man<|ed  Caie  -  40.853  easel 


CASEt  noNEYWEIX 

Albuquerque  location:  2500  employee* 

Stains  In  1990 

•  Employees  have  option  of  (wo  HMOs  fTOS  of  employcei)  and  Fee  for  Servke  80/20 

plan  (30V  employees) 

o  Menial  hrallh  benellu  In  the  HMO  were  onnllsraclocy  to  employees.    Honeywell  was 

forced  to  look  at  r«stflctln|  bencHts  In  the  FFS  (fee  for  servlee)  plan  to  control  the 
rapidly  eiealatlA|  costs  for  adolescent  mental  health. 

Ctiantcs  In  1991 

o  Rather  than  restrict  beneflls  In  FFS  plan,  and  to  Improve  satisfaction  with  HMO  benefhs, 

Honeywell  carved  out  mental  health  program. 

«  Selected  a  single  tpeclalty  psychiatric  and  chemical  dependency  group  practice  to  manage 

an  mental  health  services. 

o  Benefit  design  was  Improved  (lower  co  pay)  and  maximum  caps  were  eliminated.  The 

'  out-ornetwotk  benelH  was  eliminated  so  that  all  care  must  be  obtained  through  this 
provider. 

o  Ooals  In  selecting  a  single  specialty  group  practice: 

Integration  of  all  care  under  one  management  structure  with  standards  of  care  and  excellent  cai« 
management. 

Demonslraied  ability  to  treat  adolescents  and  their  families  with  a  minimum  of  higher  cost 
hospitalization  and  better  outcomes. 

Increased  focus  on  prevention  and  early  Intervention  with  on-site  prevention  activities. 

Improved  diagnosis  and  care  managemenl. 

Commitment  of  the  group  to  (CQI)  continuous  quality  Improvement  through  partnership  where 
Honeywell  Is  bringing  In  CQI  trainers  to  assist  with  quality  efforts. 

Outcome 

Enlremrly  positive  results  with  employee  and  depr ndent  satisfaction.    Cost  reductions  of  40« 
(he  first  year  and  hKreases  held  to  and  average  of  4*  per  year. 
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The  Chairman.  Mr.  Finch,  we  welcome  you.  Thank  you. 

Senator  Wofford.  And  I'm  very  sorry  I  am  going  to  have  to 
leave  in  the  middle  of  your  statement  and  will  study  further  your 
presentation.  It  is  a  very  important  one  as  I  have  read  it  so  far. 

Mr.  Finch.  Thank  you.  Mr.  Chairman,  Senators,  I  feel  that  these 
people  have  been  tatking  to  exactly  what  we  are  doing  currently. 

Let  me  describe  BellSouth  Corporation.  We  are  an  international 
telecommunications  holding  companv.  We  offer  telephone  services 
in  the  nine  Southeastern  States.  We  offer  mobile  communication 
services  worldwide  and  provide  advertising  and  publishing  services, 
and  market  and  maintain  stand-alone  and  fully  integrated  commu- 
nications svstems. 

BellSouth  has  about  98,000  employees.  We  are  a  self-insured 
company  with  approximately  125,000  employees  and  retirees  and 
their  dependents  covered  by  our  plan,  wnich  gives  us  a  total  of 
about  30,000  covered  lives. 

Let  me  describe  a  bit  of  the  problem  that  we  faced  with  health 
care  and  health  care  costs.  During  the  1980's,  health  care  costs  in- 
creased at  an  alarming  rate  and  an  unacceptable  rate.  During  this 
period,  costs  associated  with  mental  health  care  were  increasing 
more  rapidly  than  other  care,  with  BellSouth  experiencing  in- 
creases of  20  to  25  percent  each  year. 

The  1980's  saw  a  proliferation  of  proprietary  hospitals  and  sub- 
stance abuse  facilities  that  aggressively  marketed  the  general  pop- 
ulation, including  corporations.  The  marketing  strategy  was  to  re- 
cruit patients,  especially  adolescents,  whose  treatment  cost  would 
be  absorbed  by  company  plans. 

The  result  of  this  was  that  by  1987,  BellSouths  mental  health 
medical  services  constituted  23  percent  of  all  hospital  days  and  17 
percent  of  the  total  health  care  cost.  Of  particular  concern  were 
payments  for  treatment  of  adolescents,  which  were  65  to  70  percent 
of  all  hospital  costs  for  mental  health.  Also  at  this  point,  90  percent 
of  our  mental  health  care  costs  were  for  treatment  provided  in  an 
inpatient  setting. 

In  1986,  BellSouth  and  the  Communications  Workers  of  America 
agreed  to  apply  cost  controls  to  medical  benefits,  including  mental 
health,  while  attempting  to  preserve  benefits  and  quality  of  care  by 
implementing  managed  care  strategies. 

Before  describing  BellSouth's  managed  mental  health  program,  I 
would  like  to  make  one  remark.  While  BellSouth's  managed  care 
program  has  experienced  success,  total  health  care  costs  continue 
to  rise  at  an  unacceptable  level,  average  9.5  percent  increase  per 
year.  Nothing  stated  in  my  testimony  is  intended  to  leave  the  im- 
pression that  health  care  costs  for  BellSouth  or  BellSouth  employ- 
ees are  under  control  or  at  acceptable  levels. 

Now  let  me  describe  our  managed  care  program.  BellSouth  is 
philosophicalW  committed  to  have  a  physically  and  emotionally 
health  work  force.  However,  our  work  force  is  a  microcosm  of  soci- 
ety, with  employees  experiencing  the  same  complex  life  stresses 
that  are  associated  with  the  remainder  of  society.  BellSouth's  em- 
ployees and  their  dependents  come  from  a  society  that  has  seen  a 
dramatic  restructuring  of  the  family,  some  of  that  resulting  from 
a  50  percent  divorce  rate  with  its  impact  on  both  parents  and  chil- 
dren; a  population  where  20  percent  suffer  from  a  diagnosable 
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mental  condition.  They  come  from  a  population  where  10  percent 
is  either  abusing  or  addicted  to  alcohol  or  drugs,  where  50  percent 
of  all  married  women  have  been  physically  abused  by  their  hus- 
bands, where  demands  to  balance  work  and  family  responsibiUties 
are  increasing,  and  where  job  performance  has  declined  because 
employees  do  not  have  an  appropriate  support  system  external  to 
the  work  environment  and  where  individuals  are  feeling  the  emo- 
tional and  physical  impact  of  dealing  with  acute  and  chronic  stress 
responses  resulting  from  daily  living  in  a  complex  world. 

BellSouth  recognizes  that  these  and  other  mental  health  condi- 
tions affect  employee  productivity^  and  issues  associated  with  pro- 
ductivity, such  as  attendance,  accident  rates,  relationships  with  su- 
pervisors and  peers,  and  retention  of  valued  employee  skill  sets 
and  talents.  Also  recognized  is  the  relationship  between  employee 
productivity  and  the  State  of  well-being  of  an  employee's  family. 

It  is  important  to  BellSouth  to  offer  mental  health  benefits  in 
order  that  employees  and  their  dependents  may  systematically  ad- 
dress the  problems  that  may  affect  productivity  and  the  quality  of 
daily  living,  even  when  the  majority  of  problems  are  not  directly 
associated  with  the  work  environment. 

In  designing  our  managed  mental  health  program,  BellSouth  rec- 
ognized the  systemic  relationship  between  benefit  design  and  the 
provider  commimity,  between  providers  and  patients,  and  between 
the  quality  of  providers  and  the  desired  treatment  and  financial 
outcomes. 

Prior  to  implementing  managed  care,  BellSouth's  benefits  were 
designed  to  protect  employees  and  their  families  from  catastrophic 
costs  associated  with  care,  while  limiting  reimbursement  for  the 
less  intense  and  infrequent  care.  Basically,  the  benefit  design  was 
intended  to  cover  hospital  costs,  while  only  paying  about  50  percent 
of  tiie  cost  for  outpatient  care.  With  the  increase  in  the  cost  of  of- 
fice care,  employees  and  dependents  often  delayed  or  postponed 
treatment  until  hospital-based  care  became  necessary.  Additionally, 
providers  and  patients  sometimes  collaborated  in  selecting  treat- 
ment modalities  based  on  maximizing  benefit  payments  and  mini- 
mizing out-of-pocket  expenses.  The  care  may  have  been  appro- 
priate, but  not  necessarily  the  most  cost-effective  or  treatment-ef- 
fective. The  end  result  was  that  this  increased  costs  for  BellSouth. 

The  managed  care  progn^am  redesigned  mental  health  benefits. 
We  did  put  in  a  lifetime  maximum  of  $150,000.  We  put  in  a  utiliza- 
tion review  for  hospital  care — utilization  review  is  not  required  for 
office  visits.  And  we  developed  preferred  provider  networks,  with  fi- 
nancial incentives  for  use  of  network  providers.  We  also  put  in  eco- 
nomic incentives  to  use  the  less  expensive  forms  of  care. 

The  preferred  provider  network  offers  a  continuum  of  care  that 
provides  treatment  in  the  most  appropriate  but  least  restrictive  en- 
vironment. This  continuum  includes  inpatient  and  partial  hos- 
pitalization— day  programs — and  office  care.  Also  incluaed  are  resi- 
dential treatment  centers  for  long-term  care  for  adolescents  and 
young  adults. 

Witn  the  majority  of  the  expense  in  the  past  being  associated 
with  hospital  care,  the  first  phase  of  implementing  managed  care 
was  that  of  establishing  preferred  provider  networks  to  offer  care 
in  the  inpatient  setting.  The  intent  of  establishing  networks  was  to 
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control  cost  by  contracting  with  hospitals  to  provide  quality  serv- 
ices at  reduced  rates.  Financial  incentives  were  established  to  en- 
courage employees  to  use  the  network  providers,  resulting  in  more 
patients  for  those  facilities  willing  to  reduce  rates.  This  initial  ef- 
fort resulted  in  the  establishment  of  networks  in  13  cities  in  our 
nine-State  area,  covering  about  65  percent  of  the  employee  popu- 
lation. 

It  was  during  this  phase  that  BellSouth  adopted  a  philosophy  of 
selecting  the  highest  quality  providers  for  inclusion  in  the  net- 
works. Criteria  were  developed  for  evaluating  and  selecting  facili- 
ties that  provided  quality  treatment  programs.  These  criteria  de- 
fined quality  dimensions  and  ranged  from  the  evaluation  of  pro- 
gram structure  and  patient  management  to  a  review  of  facility 
management  and  credentials  of  the  program  staff. 

Once  selected,  hospitals  and  treatment  facilities  are  required  to 
maintain  their  quality  rating  in  order  to  retain  their  preferred  sta- 
tus. 

Currently,  BellSouth  has  hospital  networks  in  19  cities,  provid- 
ing services  to  nearly  83  percent  of  the  employee  population. 

Utilization  review  was  also  implemented,  with  a  requirement 
that  all  hospital  care  be  approved  as  a  condition  for  payment.  Doc- 
tors and  hospitals  are  required  to  present  assessment  information 
and  treatment  plans  that  address  the  patient's  diagnosis  in  order 
to  obtain  approval  for  treatment. 

BellSouth's  mental  health  utilization  program  is  staffed  with 
mental  health  professionals,  including  psychiatric  nurses,  psycholo- 
gists, and  psychiatrists.  In  addition  to  approve  care,  the  profes- 
sional staff  assists  patients  and  providers  in  reviewing  and  select- 
ing available  treatment  options — i.e.,  case  management. 

The  second  phase  of  managed  care  added  partial  hospitalization 
to  the  existing  PPO  network  hospitals.  The  purposes  for  including 
this  care  were  1)  to  provide  for  step-down  care  for  those  patients 
who  no  longer  required  inpatient  care,  but  who  needed  the  struc- 
tured care  provided  by  the  hospital  setting;  and  2)  to  offer  an  op- 
tion to  provide  structured  and  intensive  care  for  patients  who  could 
function  outside  the  hospital  environment.  Care  delivered  in  this 
environment  has  increased  over  300  percent  since  being  imple- 
mented in  1989. 

The  third  phase  of  managed  care  addressed  selecting  psycholo- 
gist, psychiatrist  and  other  health  care  professionals  to  provide 
treatment  in  the  established  continuum  of  care.  As  with  the  hos- 
pital networks,  providers  are  selected  on  the  basis  of  established 
quality  standards.  These  standards  profile  professionals  that  range 
from  practice  patterns  and  specialties  to  review  of  malpractice  suits 
and  hospital  affiliations.  Providers  selected  for  the  network  must 
agree  to  accept  payments  based  on  a  fee  schedule  established  by 
BellSouth.  These  fee  schedules  reduce  payment  for  hospital-based 
services,  while  enhancing  plan  payment  for  office  visits  by  about  50 
percent.  This  payment  design,  with  its  low  co-pays,  gives  permis- 
sion to  both  the  patient  and  the  providers  to  deliver  treatment  in 
the  least  restrictive  environment,  while  establishing  equitable  re- 
imbursement when  hospital  care  is  needed.  Utilization  of  this  level 
of  care  has  increased  13  percent  since  1989. 
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What  I  have  attempted  to  do  is  outline  a  continuum  of  managed 
care  that  provides  for  treatment  in  a  variety  of  settings.  In  this  ap- 
proach, traditional  mental  health  benefits  have  been  expanded.  We 
have  actually  increased  the  offerings  of  care  available,  with  the 
provider  in  this  svstem  having  access  to  and  choice  of  different 
treatment  approacnes. 

While  the  number  of  patients  and  len^h  of  stay  have  declined 
for  inpatient  care,  treatments  delivered  in  partial  hospitalization 
programs  and  doctors'  offices  have  expanded  over  300  percent  and 
13  percent  respectively. 

•Die  paradox  of  this  approach  is  that  BellSouth  has  experienced 
a  20  percent  reduction  in  mental  health  costs  over  the  past  5  years, 
with  treatment  of  mental  health  diagnoses  declining  to  14  percent 
of  all  hospital  days  and  8  percent  of  total  health  care  payments. 
The  redesign  of  benefits  has  allowed  patients  to  be  moved  more 
rapidly  to  a  lower  and  more  appropriate  level  of  care. 

While  it  is  recognized  that  this  reduction  is  substsmtial, 
BellSouth  ofHcials  remain  cautious,  with  an  awareness  that  at 
some  point,  after  the  initial  reduction  in  expenses,  cost  for  these 
services  will  again  begin  to  increase  at  the  rate  experienced  by  the 
provider  community.  It  is  this  awareness  that  encourages  contin- 
ued exploration  of*^  ways  to  control  and  reduce  health  care  cost 
while  attempting  to  preserve  benefits. 

Thank  you. 

[The  prepared  statement  of  Mr.  Finch  follows:] 

Prepared  Statement  of  Dr.  Ronald  A.  Finch 

BellSouth  Corporation  (BellSouth)  is  tm  international  teleconununications  holding 
company.  Its  subsidiaries  ofier  local  telephone  services  in  nine  Southeastern  States 
and  mobile  communications  services  world  wide,  provide  advertising  and  publishing 
services,  and  market  and  maintain  stand-alone  and  fully  integrated  conmiunications 
system.  The  Corporation  has  approximatelv  98,000  employees.  BellSouth  self-in- 
sures health  care  benefits  for  approximately  125,000  employees  and  retirees  and 
their  dependents,  for  a  total  of  approximately  300,000  covered  lives. 

During  the  1980'8,  health  care  costs  increased  at  an  alarming  and  unacceptable 
rate.  During  this  period,  costs  associated  with  mental  health  care  were  increasing 
at  a  more  rapid  rate  than  those  associated  with  other  care,  with  BellSouth  experi- 
encing increases  of  20  to  26  percent  year  over  year. 

Tlie  IQSO's  saw  a  proliferation  of  proprietary  hospitals  and  substance  abuse  facili- 
ties that  aggressively  nmrketed  to  the  general  population,  including  corporations. 
The  marketing  strategy  was  to  recruit  patients,  especially  adolescents,  whose  treat- 
ment cost  would  be  absorbed  by  a  company's  benefit  plan. 

As  a  result,  by  1986,  BellSouth's  mental  health  medical  services  were  23  percent 
of  all  hospital  days  and  17  percent  of  total  health  care  expenditures.  Of  particular 
concem  were  payments  for  treatment  of  adolescents,  which  constituted  65  to  70  per- 
cent of  hospital  payments  for  mental  health  care.  At  this  point,  more  than  90  per- 
cent of  payments  for  mental  health  care  was  for  treatment  provided  In  an  inpatient 
setting. 

In  1986  bargaining,  BellSouth  and  the  Communications  Workers  of  America 
(CWA)  agreed  to  apply  cost  controls  on  medical  benefits,  including  mental  health, 
whUe  preserving  benefits  and  quality  of  care  by  implementing  manage  care  strate- 
gies. 

Before  describing  BellSouth's  managed  mental  health  program,  one  prefacing  re- 
maik  is  in  order.  While  BellSouth's  managed  care  program  has  experienced  success, 
total  heedth  care  costs  continue  to  rise  at  an  unacceptable  level,  averaging  9.5  per- 
cent increase  per  year.  Nothing  stated  in  this,  testimony  is  intended  to  leave  the 
impression  that  health  care  costs  for  BellSouth  or  Bell&>uth  employees  are  under 
control  or  at  acceptable  levels  of  cost  increase. 

Now,  let  us  proceed  with  a  discussion  of  managed  mental  health  care. 

BellSouth  is  philosophically  committed  to  having  a  physically  and  emotionally 
healthy  work  force.  However,  the  work  force  is  a  microcosm  of  society,  with  employ- 
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ees  eocperiencing  the  same  complex  life  stresses  and  their  associated  consequences 
as  the  remainder  of  society.  BellSouth's  employees  and  their  dependents  come  from 
a  society  that  has  seen  (mmiatic  restructuring  of  the  family,  resulting  from  a  50 
percent  divorce  rate  with  its  impact  on  both  parents  and  children,  a  population 
where  20  percent  suffer  from  a  diagnosable  mental  health  condition.  They  come 
from  a  population  where  10  percent  is  either  abusing  or  addicted  to  alcohol  or  drugs, 
where  60  percent  of  all  married  women  have  been  physically  abused  by  their  hus- 
bands, where  demands  to  balance  work  and  family  responsibilities  are  increasing, 
where  job  performance  has  declined  because  employees  do  not  have  appropriate  sup- 
port systems  external  to  the  woric  environment  and  where  individuals  are  feeling 
the  emotional  and  physical  impact  of  dealing  with  acute  and  chronic  stress  re- 
sponses resulting  from  daily  living  in  a  complex  world. 
BellSouth  recognizes  that  these  and  other  mental  health  conditions  affect  em- 

Sloyee  productivity  and  issues  associated  with  productivity  such  as  attendance,  acci- 
ent  rates,  relationships  with  supervisors  and  peers,  and  retention  of  value  em- 
ployee skill  sets  and  talents.  Also  recognized  is  the  relationship  between  employee 
productivity  and  the  state  of  well  being  of  an  employee's  family. 

It  is  important  to  BellSouth  to  offer  mental  health  benefits  in  order  that  employ- 
ees and  their  dependents  may  systematically  address  the  problems  that  may  affect 
productivity  and  qualitv  of  life,  even  when  the  majority  of^the  problems  are  not  di- 
rectly associated  with  the  work  environment. 

In  designing  the  managed  mental  health  program,  BellSouth  recognized  the  sys- 
temic relationship  between  the  following:  (1)  oenefit  design  and  the  provider  commu- 
nity, (2)  between  providers  and  patients,  and  (3)  between  the  quality  of  providers 
and  desired  treatment  and  financial  outcomes. 

Prior  to  implementation  to  managed  care,  BellSouth's  benefits  were  designed  to 
protect  the  employees  and  their  families  from  catastrophic  costs  associated  with 
care,  while  limiting  reimbursement  associated  with  less  intense  and  infrequent  care, 
i.e.,  ofBce  visits.  This  benefit  limited  payment  to  services  provided  in  an  inpatient 
hospital  setting  or  services  delivered  in  a  doctor's  oHice,  with  hospital  care  being 
paid  at  nearly  100  percent,  while  ofiice  care  was  paid  at  approximatelv  50  percent 
of  diai*ges.  With  the  increase  in  the  cost  of  office  care,  employees  and  dependents 
delayeaor  postponed  treatment  until  hospital-based  care  became  necessary.  Addi- 
tionally, providers  and  patients  collaborated  in  selecting  treatment  modalities  baaed 
on  maximizing  benefits  payments  and  minimizing  out-of-pocket  expenses.  The  care 
may  have  been  appropriate,  but  not  necessarily  the  most  cost-effective  or  effective 
overall.  This  increased  costs  for  BellSouth. 

The  managed  care  progremi  redesigned  mental  health  benefits,  and  included:  (1) 
a  lifetime  maximum  of  $150,000,  (2)  utilization  review  for  hospital  care,  (3)  and  pre- 
ferred provider  networks,  with  financial  incentives  for  use  of  network  providers,  and 
(4)  economic  incentives  to  use  the  less  expensive  forms  of  care. 

The  Preferred  Provider  networks  offer  a  continuum  of  care  that  provides  treat- 
ment in  the  most  appropriate,  but  least  restrictive  environment.  This  continuum  in- 
cludes inpatient  and  partial  hospitalization  (day  programs)  and  oflice  care.  Also  in- 
cluded are  residential  treatment  centers  for  long  term  care  for  adolescents  and 
young  adults. 

WiUi  the  majority  of  expense  being  associated  with  hospital  care,  the  first  phase 
of  implementing  managed  care  was  that  of  established  Preferred  Provider  Organiza- 
tion (PPO)  networks  to  offer  care  in  the  inpatient  setting.  TTie  intent  of  establishing 
networks  was  to  control  cost  by  contracting  with  hospitals  to  provide  quality  serv- 
ices at  reduced  rates.  Financial  incentives  were  established  to  encourage  employees 
to  use  the  network  providers,  resulting  in  more  patients  for  those  facHities  willing 
to  reduce  rates.  This  initial  effort  resulted  in  the  establishment  of  networks  in  13 
cities,  covering  approximately  65  percent  of  the  employee  oopulation. 

It  was  during  this  phase  that  BellSouth  adopted  a  pnilosophy  of  selecting  the 
hi^est  quality  providers  for  inclusion  in  the  networks.  Criteria  were  developed  for 
evaluating  and  selecting  the  facilities  that  provided  quality  treatment  programs. 
These  criteria  define  quality  dimensions  and  ranged  from  evaluation  of  program 
structure  and  patient  management  to  a  review  of  facility  management  and  creden- 
tials of  the  program  staff. 

Once  selected,  hospitals  and  treatment  facilities  are  required  to  maintain  their 
quality  rating  in  order  to  retain  their  preferred  status. 

Currently,  BellSouth  has  hospital  networks  in  19  cities,  providing  services  to 
nearly  83  percent  of  the  employee  population. 

Utilization  review  was  implemented,  wi^  a  reouirement  that  all  hospital  care  be 
approved  as  a  condition  for  payment.  Doctors  and  hospitals  are  required  to  present 
assessment  information  and  treatment  plans  that  address  the  patient's  diagnosis  in 
order  to  obtain  approval  for  treatment.  BellSouth's  mental  health  utilization  review 
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svstem  is  stafied  with  ooental  health  professions  including  psychiatric  nurses,  nsy- 
chologists  and  psychiatrists.  In  addition  to  approving  care,  this  professional  staff  as- 
sists patients  ana  providers  in  reviewing  and  selecting  available  treatment  options, 
i.e»  case  management. 

The  second  phase  of  managed  care  added  partial  hospitalization  to  the  existing 
PPO  networks  The  purposes  Tor  including  this  care  were:  (1)  to  provide  for  "step- 
down*  care  for  those  patients  who  no  longer  required  inpatient  care,  but  who  needed 
the  structured  care  provided  by  the  hospital  setting;  and  (2)  to  provide  structured 
and  intensive  care  for  those  patients  who  could  function  outside  of  a  hospital  envi- 
ronment. Care  delivered  in  tnis  environment  has  increased  over  300  percent  since 
being  implemented  in  1989. 

The  tmrd  phase  of  managed  care  addressed  selecting  psychologist,  psychiatrist 
and  other  health  care  professionals  to  provide  treatment  in  the  established  contin- 
uum of  care.  As  with  tne  hospital  networks,  providers  are  selected  on  the  basis  of 
established  quality  standards.  These  standards  profile  professionals  that  range  from 
practice  patterns  and  specialty  to  a  review  of  malpractice  suits  and  hospital  afSli- 
ations.  Providers  selected  for  the  network  must  asree  to  accept  payments  based  on 
a  few  schedule  establi^ed  by  BellSouth.  These  fee  schedules  reduce  payment  for 
hospital  based  services  while  enhancing  plan  payment  for  office  visits  by  about  50 
percent.  This  payment  desi^  "gives  permission  to  both  the  patient  and  the  pro- 
vider to  deliver  treatment  in  the  least  restrictive  environment,  while  establishing 
equitable  reimbursement  when  hospital  care  is  indicated.  Utilization  of  this  level  of 
care  has  increased  13  percent  since  1989. 

GNitlined  above  is  a  continuum  of  managed  care  that  provides  for  treatment  in  a 
variety  of  settings.  In  this  approach  traditional  mental  health  benefits  have  been 
expanded,  with  tiie  provider  m  this  system  having  access  to,  and  choice  of  different 
treatment  approaches. 

While  the  number  of  patients  and  length  of  stay  have  declined  for  inpatient  care, 
treatments  delivered  in  partial  hospitauzation  programs  and  doctors'  oflices  have 
expanded  over  300  percent  and  13  percent  respectively. 

The  paradox  of  this  approach  is  that  BellSouth  has  experienced  a  20  percent  re- 
duction in  mental  health  costs  over  the  past  5  years,  with  treatment  of  mental 
health  diagnoses  declining  to  14  percent  oi  all  hospital  days  and  8  percent  of  total 
health  care  payments.  The  redesign  of  benefits  has  allowed  patients  to  be  moved 
more  rapidly  to  a  lower  and  more  appropriate  level  of  care. 

While  it  is  recognized  that  this  reduction  is  substantial,  BellSouth  ofQcials  remain 
cautious,  with  an  awareness  that,  at  some  point  after  the  initial  reduction  in  ex- 
penses, cost  for  these  services  will  again  begin  to  increase  at  the  rate  experienced 
in  the  provider  community.  It  is  this  awareness  that  encourages  continued  explo- 
ration of  ways  to  control  and  reduce  health  care  cost  while  attempting  to  preserve 
the  benefits. 

The  Chairman.  Thank  you  very  much.  It  is  an  enormously  inter- 
esting story.  How  have  you  been  able  to  retain  the  quality  of  the 
mental  health  benefits?  Are  you  satisfied  that  you  have  been  able 
to  maintain  quality? 

Mr.  Finch.  In  the  provider  community? 

The  Chairman.  Yes. 

Mr.  Finch.  We  have  a  team  of  mental  health  professionals  who 
are  employed  by  BellSouth  who  do  continuous  review  of  both  the 
hospitals  and  the  providers  that  are  in  the  network.  We  profile  the 
physicians,  we  profile  the  hospitals,  and  keep  that  data  ever 
present. 

The  Chairman.  How  does  this  experience  relate  to  how  you  deal 
with  health  care  costs  generally? 

Mr.  Finch.  We  have  managed  care  for  all  health  care  for  hos- 
pitals, physician  services,  and  also  include  prescription  medication 
in  a  managed  care  progpram. 

The  Chairman.  And  how  much  have  your  costs  gone  up  in  recent 
years? 

Mr.  Finch.  Well,  we  have  slowed  a  bit  the  increase  year  over 
year  with  this  approach,  but  our  costs  are  still  going  up  at  about 
9  percent  annually,  and  that  is  still  a  very  large  rate  of  increase. 
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The  Chairman.  Well,  it  is  large,  but  it  is  a  good  deal  less,  I'd  say, 
than  most  of  the  companies  in  my  State,  and  I  think  it's  a  good 
deal  less  than  most  companies.  I  know  you  may  have  some  dif- 
ferent experiences  in  California.  But  I  would  be  surprised  if  you 
aren't  in  the  lower  10  percent  of  increases  in  the  country  just  on 
basic  health  care  cost  increases. 

Well,  I  think  it  is  an  extraordinary  result.  Let  me  ask  you,  how 
do  you  get  early  intervention  with  your  people?  And  Til  ask  Dr. 
Kleber  and  others  as  well.  We  talked  a  little  bit  about  prevention 
and  early  intervention.  What  are  the  most  typical  efforts  that  you 
undertake  to  try  to  get  early  intervention? 

Mr.  Finch.  Tiiat's  a  gooa  question.  We  have  an  employee  assist- 
ance program  staffed  by  mental  health  professionals  that  provides 
services  to  approximately  2,000  employees  and  their  families  per 
year.  That  is  now  many  people  actually  seek  help  through  the  em- 
ployee assistance  program,  and  there  is  wide  acceptance  among  the 
employee  body  of  that  particular  program. 

We  also  have  education  programs  about  mental  health  issues 
that  we  carry  in  company  publications  that  I  think  gives  permis- 
sion for  employees  to  seek  treatment  at  an  earlier  level. 

The  Chairman.  So  you  really  have  an  active  outreach  program 
for  all  your  employees. 

Mr.  Finch.  Yes. 

The  Chairman.  Is  that  part  of  this  newer  effort? 

Mr.  Finch.  It  is  part  of  our  overall  strategy  to  give  information 
about  care  available  and  encourage  people  to  seek  care  early  in  the 
st£^e  of  their  problems. 

The  Chairman.  I  thought  Dr.  Kleber  gave  a  very  thoughtful 
analysis  as  to  why  we  have  not  made  progress  in  terms  of  mental 
health.  The  same  could  be  done  in  terms  of  preventive  health  care 
and  early  health  care  and  public  health  care  issues.  We  are  re- 
minded all  the  time  on  this  committee  how  that  gets  shortchanged 
and  how  investing  in  that  makes  sound  business  sense  and  sound 
health  policy  sense  and  sound  economic  sense  as  well.  I  don't  know 
whether  Dr.  Kleber  has  another  analysis  of  why  we  don't  do  tiiat, 
either,  but  I  appreciate  it. 

Dr.  Mauch,  in  Massachusetts,  the  State  employees  have  gone 
into  a  new  mode,  as  I  understand  it,  in  terms  of  more  comprehen- 
sive overall  treatment.  I  think  Massachusetts  has  signed  some  con- 
tracts fairly  recently  that  try  to  catch,  as  I  understand  it,  or  at 
least  as  it  was  explained  to  me,  a  lot  of  these  other  kinds  of  fea- 
tures that  Mr.  Finch  has  commented  on.  I  was  just  wondering  if 
you  could  tell  us  a  little  bit  about  that. 

Dr.  Mauch.  Yes.  Massachusetts  is  self-insured  for  State  employ- 
ees and  has  recently  entered  into  a  contract  with  options  to  man- 
age mental  health  and  substance  abuse  care.  Basically,  they  are 
going  to  employ  many  of  the  devices  that  you  have  already  de- 
scribed today,  including  pre-admission  authorization  and  review  for 
inpatient  care;  setting  certain  limits  after  which  you  have  to  have 
continuing  care  reviews  for  outpatient  and  office-based  treatment; 
moving  to  selective  provider  arrangements,  and  trying  to  organize 
those  providers  into  networks  of  care.  And  they  are  hoping  tiirough 
that  type  of  intervention  to  both  improve  the  quality  of  care  and 
the  accountability  of  care,  as  well  as  to  save  costs  over  time.  Mas- 
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sachusetts  has  experienced  some  rather  dramatic  rises  in  the  ex- 

Eenses  of  health  care  for  State  employees  over  the  years,  and  it  has 
een  a  difficult  point  in  labor  negotiations  as  the  State  has  sou|;ht 
to  have  employees  share  more  of  that  cost,  and  they  are  hoping 
that  they  vail  avoid  some  of  that  in  the  future  by  managing  these 
costs  more  effectively. 

The  Chairman,  ^e  you  pretty  well  satisfied  that  as  a  result  of 
this  change  in  policy,  there  won't  be  under-care  or  poor  care? 

Dr.  Mauch.  I  thuik  that  remains  to  be  seen,  Senator.  That  con- 
tract was  only  signed  2  or  3  months  ago,  and  it  is  in  the  very  early 
stages  of  implementation.  I  mentioned  earlier  my  concern  that 
there  be  safeguards  built  into  systems  so  that  we  can  protect 
against  a  tendency  in  some  managed  care  systems  to  deny  access 
or  to  underserve  people;  systems  that  set  as  targets,  for  example, 
reductions  in  inpatient  care  that  seem  reasonable,  but  don't  accept 
the  fact  that  outpatient  utilization  will  rise  concomitantly  are  un- 
reasonable. And  it  would  concern  me  that  systems  be  designed  in 
a  way  that  did  not  encourage  the  development  and  utilization  of  al- 
ternatives, because  I  think  you  can  safely  provide  those  alter- 
natives to  inpatient  care,  but  the  absence  of  any  alternative  will 
really  drive  people  to  more  difficult  disabled  states,  and  then, 
frankly,  to  crisis  states  that  will  require  inpatient  care,  justifiably, 
in  the  future. 

The  Chairman.  Dr.  Kleber — and  maybe  Dr.  Mauch  would  com- 
ment on  this  as  well — I  think  we  in  Massachusetts  do  pretty  well 
in  terms  of  substance  abuse  treatment  compared  to  other  States, 
but  even  in  Massachusetts  we  have  long  waiting  lists.  First  of  all, 
I  imagine  that  you  will  agree  that  if  you  are  a  drug  addict,  and  you 
want  help,  and  the  door  is  closed  to  you,  and  they  tell  you  to  come 
back  in  6  months  because  they  have  a  6-month  waiting  list — ^the 
result  is  disastrous.  I  don't  know  what  percent  of  those  people  come 
back;  I  know  there  may  be  some  outpatient  efforts  to  try  to  provide 
interim  care — ^but  generally,  what  happens  if  a  person  hits  a  spot 
where  they  want  help,  and  then  help  is  not  there?  What  generally 
happens  to  those  individuals? 

Dr.  Kleber.  They  usxially  continue  with  their  drug  abuse,  with 
the  costs  to  themselves,  tiieir  families,  and  society.  Sooner  or  later, 
they  will  come  back  for  treatment,  but  that  sooner  or  later  may  be 
6  months,  it  may  be  a  year  later,  and  they  may  never  get  there. 
They  may  get  killed,  they  may  wind  up  in  jail. 

Certainly  we  need  a  system  that  makes  it  possible  for  anyone  to 
access  care  within  a  reasonable  period  of  time — it  may  not  nave  to 
be  the  next  20  minutes,  but  certainly  I  think  within  a  few  days  to 
a  week  of  wanting  that  care,  you  need  to  be  able  to  access  it,  and 
that  is  just  not  available  in  most  parts  of  the  country. 

The  Chairman.  One  of  the  features  of  this — and  correct  me  if  I 
am  wrong — is  that  if  you  require  that  prisoners  undergo  treatment 
involuntarily,  the  outcomes  are  almost  as  good  as  if  people  go  into 
it  and  want  to  do  it,  as  I  understand  it. 

Dr.  Kl£BER.  I  would  be  even  more  optimistic;  the  outcomes  are 
as  good.  The  literature  is  quite  clear. 

The  Chairman.  That's  what  I  thought.  It  is  interesting  to  me,  sit- 
ting on  the  Judiciary  Committee  as  well,  hearing  about  the  mas- 
sive escalation  of  prison  building,  and  incarceration,  and  the  rest 
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of  it,  you  find  out  that  upwards  of  70  percent  of  those  people  are 
drug  users.  And  yet  the  amount  of  people  that  we  treat  in  the  pris- 
ons is  a  remarkably  small  amount — if  my  memory  serves  me  cor- 
rectly, it  is  probably  in  the  range  of  about  20  percent  at  the  State 
and  aJbout  15  percent  at  the  Federal  level.  I  don't  know  whether 
you  are  up-to-date  on  that. 

Dr.  Kleber.  My  memory  is  that  it  is  probably  less  than  10  per- 
cent. I  think  your  memory  is  being  optimistic.  You  have  two  things 
there — not  only  the  treatment  within  the  correctional  facility,  but 
even  more  important,  what  happens  when  these  people  leave.  Our 
data  shows  that  relapse  is  most  likely  to  take  place  in  the  first  3 
to  6  months;  that  if  you  have  a  svstem  that  really  focuses  on  that 
criminal  oflTender  with  accountable  treatment — you've  got  to  show 
up  at  the  facility,  you  have  got  to  take  urines,  and  if  you  don't,  you 
maj'  have  your  probation  or  parole  revoked — that  works. 

The  Chairman.  And  when  you  look  at  those  who  go  through  the 
treatment  system  and  are  released,  their  recidivism  is  down  dra- 
matically— I  think  it  is  close  to  70  percent  who  are  not  rearrested 
within  three  years.  During  the  Martinez  confirmation  process  we 
discussed  this.  Anyway,  the  recidivism  rates  for  those  who  don't  get 
treatment  versus  those  who  do  is  dramatic. 

Dr.  Kleber.  Yes. 

The  Chairman.  And  that  has  a  very  significant  impact  on  crime 
and  violence  in  our  society. 

And  talking  about  why  we  don't  do  things,  the  fact  is  that  there 
is  not  much  public  support  for  treating  people  in  prison  because 
people  say,  well,  they  are  prisoners,  and  we  ought  to  be  treating 
the  people  outside  the  prisons  before  we  treat  the  people  inside. 
Well,  there  is  obviously  good  reason  to  treat  both,  but  it's  a  tough 
nickel  to  get  when  you  talk  about  trying  to  get  that  rehabilitation 
into  the  prisons  and  doing  something  about  the  violence  in  our  soci- 
ety. Rather,  it's  let's  pass  another  mandatory  minimum  sentence. 
But  that's  the  easy  way.  We've  got  all  kinds  of  slick  and  easy  solu- 
tions around  here  that  don't  work.  Hopefully,  we'll  find  some  that 
do,  but  I'm  not  sure  we  have  yet. 

Dr.  Kleber.  I  think  it  was  H.L.  Mencken  who  said  for  every  com- 
plex problem,  there  is  a  solution  that  is  simple  to  conceive  of,  easy 
to  apply,  and  wrong. 

The  Chairman.  That's  exactly  right. 

Ms.  GoFF.  Excuse  me,  Mr.  Chairman. 

The  Chairman.  Yes? 

Ms.  GoFF.  I  would  like  to  respond  to  your  earlier  question  on 
prevention,  if  I  may. 

The  Chairman.  Yes,  please  do. 

Ms.  GoFF.  We  believe  that  education  and  the  employee  assist- 
ance programs  are  just  critical,  but  we  think  there  are  two  other 
elements  that  will  really  encourage  people  to  get  into  care  early. 
One,  there  needs  to  be  some  kind  of  financial  incentive  for  that  to 
happen.  The  traditional  benefit  plan  of  only  covering  50  percent  of 
outpatient  care  is  a  deterrent  to  early  intervention.  So  we  think 
that  there  needs  to  be  a  financial  incentive. 

The  other  element  that  we  think  is  essential  is  a  good  link  be- 
tween primary  care  and  mental  health  services,  because  so  many 
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people  go  to  their  primary  care  doctor  first,  and  oftentimes  it  is  un- 
detected. 

The  Chairman.  That's  an  excellent  point  and  one  that  we  haven't 
really  emphasized  and  stressed  today.  Those  early  intervention  and 
outreach  progn'^inis,  the  education  and  primary  care  delivery  sys- 
tems are  all  very,  very  important  aspects  of  this. 

Well,  I  thank  you  all  very,  very  much.  It  was  very  interesting. 
We'll  pass  on  a  number  of  these  suggestions  to  Mrs.  Grore  and  the 
task  force.  We  are  working  with  them,  and  I  think  there  have  been 
a  number  of  excellent  recommendations  made  tod^. 

[Additional  statements  and  material  submitted  wr  the  record  fol- 
low:] 

Prepared  Statement  of  the  American  Association  for  Marriage  and  Family 

Therapy 

Chairman  Kennedy,  Senator  Kassebaum,  and  members  of  the  comnodttee,  the 
American  Association  for  Marriage  and  Family  Therapy  (AAMFT)  appreciates  the 
opportunity  to  submit  a  written  statement  in  support  of  the  hearing,  Coverage  for 
Mental  and  Addictive  Disorders  in  Health  Care  Reform:  A  Cost-EfTective  Approach." 
The  AAMFT  is  the  national  association  for  the  profession  of  marriage  ana  family 
therapy.  Its  members  include  marriage  and  feimily  therapists  and  other  ment^ 
health  professionals  who  have  completed  graduate  and  post-graduate  training  in  the 
discipline  of  marriage  and  family  tnerapy. 

AAMFT  is  pleased  to  support  the  '^commendations  for  Mental  Health  Services 
in  Health  Care  Reform"  developed  by  member  organizations  of  the  Mental  Health 
Liaison  Group  and  endorsed  bv  38  organizations. 

AAMFT  believes  a  responsible  approach  to  health  care  reform  must  recognize  the 
high  cost  of  ignoring  the  mental  health  care  needs  of  the  over  40  million  American 
amilts  and  7.5  million  American  children  who  suffer  from  mental  and  emotional  dis- 
orders. A  reformed  health  care  system  must  include  a  broad  range  of  cost  effective 
and  high  quality  alternatives  to  traditional  approaches  to  mental  tiealth  service  de- 
livery, which  have  relied  more  heavily  on  inpatient  services.  It  is  important  that  a 
continuum  of  care  be  available  with  the  emphasis  on  community-based,  outpatient 
care,  in  contrast  to  other  more  restrictive  ana  more  expensive  treatments. 

Access  to  care  must  be  determined  based  on  medical  and  psychological  necessity. 
AAMFT  believes  that  mental  health  services,  agencies,  and  providers  should  be  sub- 
ject to  the  same  models  of  cost  containment  and  utilization  review  that  are  applied 
to  health  services  and  these  models  must  stress  the  quality  of  care  and  not  just  the 
cost  of  care.  Most  importantly,  a  reformed  health  care  system  directly  and  explicitly 
must  recognize  a  range  of  qualified  licensed  and  certified  health  and  mental  nealth 
professionals,  including  marriage  and  family  therapists,  who  have  become  an  inte- 
gral part  of  our  nation^  health  care  delivery  system. 

APPROPRIATE  MENTAL  HEALTH  CARE  CAN  REDUCE  OVERALL  HEALTH  CARE  COSTS 

It  has  been  speculated  that  adding  comprehensive  mental  health  coverage  to  a 
basic  benefit  package  will  be  costly.  However,  the  Congress  must  understand  that 
not  providing  these  services  is  even  more  costly,  both  in  terms  of  acute  and  longer- 
term  health  care  costs  and  other  direct  and  indirect  costs  to  our  society.  A  recent 
study  commissioned  by  the  National  Institute  of  Mental  Health  (NIMH)  lor  its  Advi- 
sory Council  concludes  that  the  total  cost,  both  direct  and  indirect,  of  all  mental  dis- 
orders in  1990  was  $148  billion  compared  to  $159  billion  for  all 

cardiovascular  system  diseases. 

Readily  available  mental  health  services  can  serve  as  the  first  line  of  defense 
against  escalating  health  care  costs.  Many  studies  suggest  up  to  an  80  percent  de- 
crease in  health  system  use  following  appropriate  mental  health  treatment  includ- 
ing family  therapy.  This  phenomena  has  been  identified  as  the  "cost-offset"  effect. 
It  also  has  been  estimated  that  up  to  50  percent  of  the  problems  presented  by  pa- 
tients to  their  primary  care  physicians  are  behavioral  in  nature  and  effectively  can 
be  treated  by  mental  health  professionals. 

reducing  costly  inpatient  services 

These  data  suggest  that  comprehensive  mental  health  services  are  an  essential 
component  of  the  basic  services  that  must  be  included  within  every  health  care  plan. 
Unfortunately,  many  current  health  care  plans  discourage  the  utiUzation  of  cost-ef- 
fective mental  health  services  because  of  a  benefit  design  that  favors  inpatient  serv- 
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ices,  the  most  expensive  form  of  treatment.  Approximately  80  percent  of  the  funds 
expended  for  mental  health  care  are  spent  on  inpatient  services.  For  example,  inpa- 
tient care  often  is  used  to  treat  seriously  emotionally  disturbed  children  and  adoles- 
cents, when  in  many  cases,  outpatient  care  involving  families  mav  be  more  appro- 
priate, and  much  less  expensive.  The  inpatient  costs  for  one  month  of  treatment  of 
a  child  or  an  adolescent  in  a  psychiatric  hospital  can  be  up  to  $25,000.  This  expendi- 
ture would  pay  for  many  more  episodes  of^  care  when  treatment,  including  family 
therapy,  is  provided  on  an  outpatient  basis. 

An  impressive  and  growing  body  of  research  supports  the  efficacy  of  alternative 
treatments — most  notablv  short-term  outpatient  psychotherapy,  including  family 
therapy.  The  NIMH  stuoyr  concluded  that  "family  therapy  is  generaUy  effective  in 
preventing  relapse  and  in  improving  symptomatology*  for  people  suflering  from 
schizophrenia.  A  companion  study  reports  that  those  nospitalized  with  bipolar  dis- 
orders who  received  family  therapy  had  significantly  less  relapse  and 
rehospitalization.  In  one  study,  relapse  rates  were  reduced  for  77  percent  oi  patients 
vdth  manic  depressive  or  schizoaffective  psychoses  after  receiving  brief  family  ther- 
apy. One  half  of  the  patients  in  this  study  were  able  to  function  without  major  medi- 
cation 3  years  later.  Members  of  Congress,  and  those  who  are  developing  models  to 
reform  the  health  care  system,  must  recognize  this  growing  body  of  research  and 
the  availability  of  cost-effective  alternatives  for  mental  health  service  delivery. 

The  development  and  widespread  acceptance  among  researchers  and  clinicians  of 
family  therapy  as  a  critical  treatment  for  intervening  with  an  array  of  mental  and 
nervous  disorders  has  helped  to  foster  the  rapid  evolution  of  the  practice  and  profes- 
sion of  marriage  and  family  therapy.  Family  therapy  is  considered  an  essential 
treatment  for  alcoholism,  substance  abuse,  chemical  dependency,  and  other  addict- 
ive disorders  that  represent  a  very  prevalent  and  costly  set  of  problems  in  our  soci- 
ety. In  addition,  the  treatment  of  major  mental  illnesses,  including  schizophrenia 
and  other  major  affective  disorders,  depression,  anorexia,  oulimia,  other  eating  dis- 
orders, and  many  other  forms  of  psycnopathology,  often  typically  includes  family 
therapy.  In  a  study  prepared  for  NIMH  on  the  treatment  of  psychiatric  disorders 
in  children  and  adolescents,  family  intervention  was  listed  as  an  appropriate  treat- 
ment for  autism,  attention  deficit/hyperactivity  disorders,  conduct  disorders  and 
anxiety  disorders. 

AAMFT  believes  that  outpatient  psychotherapy,  including  family  therapy,  pro- 
vided by  such  appropriately  trained  mental  health  professionals  as  marriage  and 
family  therapists,  must  be  an  integral  component  and  required  benefit  of  a  standard 
package  of  services  that  wUl  be  identified  as  an  element  of  health  care  reform. 

OUTPATIENT  MENTAL  HEALTH  COSTS  HAVE  REMAINED  STEADY  WITH  COMPETITION 

Outpatient  mental  health  treatment  unit  costs  have  remained  relatively  steady 
with  increased  competition  among  qualified  mental  health  providers.  Congression- 
ally  sanctioned  competition  among  a  ran^e  of  qualified  mental  health  care  provid- 
ers, including  marriage  and  family  therapists,  has  not  affected  the  unit  cost  or  qual- 
ity of  services  provided.  At  the  request  oi  Congress,  the  Office  of  Personnel  Manage- 
ment (0PM)  completed  a  study  on  expanding  freedom-of-choice  for  non-medical 
health  care  providers  within  the  Federal  Employees  Health  Benefits  Program.  In 
this  study,  OPM  found  that  the  addition  of  provider  groups  did  not  result  in  a  sig- 
nificant increase  in  utilization  of  services  or  costs. 

AAMFT  is  concerned  that  those  individuals  and  families  most  in  need  of  health 
and  mental  health  covertige  have  access  to  available  and  affordable  health  and  men- 
tal health  care.  Certainly,  the  history  and  economics  of  health  care  have  borne  wit- 
ness to  the  fact  that  freedom-of-choice  statutes  are  pro-competitive  and  do  not  sig- 
nificantly increase  cost  or  compromise  the  quality  of^  care  that  is  provided.  AAMFT 
believes  that  specific  language  must  be  included  within  developing  health  care  re- 
form legislation  that  would  assure  consumer  access  to  a  wide  range  of  qualified 
mental  health  professionals  including  marriage  and  family  therapists. 

THE  NECESSITY  OF  A  "LEVEL  PLAYING  FIELD"  FOR  ALL  QUALIFIED  PROVIDERS 

AAMFT  believes  that  it  is  imperative  that  a  "level  playing  field"  exist  among  all 
competing  providers  in  the  mental  health  community,  inclu(ung  marriage  and  fam- 
ily therapists.  Our  association  believes  that  this  can  be  achieved  by  structuring  Fed- 
eral policy,  as  it  relates  to  the  reimbursement  of  mental  health  care  providers,  so 
that  all  qualified  licensed  and  certified  mental  health  professionals  can  compete 
equally  for  participation  in  accountable  health  plans. 

State  licensing  or  certification  should  be  used  as  one  method  to  determine  which 
marriage  and  family  therapists  and  other  mental  health  care  providers  are  eligible 
to  receive  direct  reimbursement.  That  is,  in  those  states  that  license  or  certify  these 
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Eroviders,  the  provider  should  be  eli^ble  for  direct  reimbursement  if  he  or  she  is 
censed  or  certified  bv  Uie  State.  Thurty  states  currently  regulate  the  profession  of 
marriage  and  family  tnerapy. 

In  States  where  there  are  no  regulations  at  the  present  time,  recognized  alter- 
native methods  for  establishing  the  qualifications  of  mental  health  providers  exist. 
For  example,  before  social  woners  recently  became  regulated  in  the  last  of  the  50 
States,  Federal  law  recognized  clinical  social  workers  as  eligible  providers  if  they 
were  reco^ized  by  an  appropriate  national  credentialing  organization.  A  similar 
system  exists  for  oetermimng  qualified  professionals  in  mamage  and  family  ther- 
apy. AAMFT  administers  a  careful  system  for  evaluating  applicants  seeking  me  sta- 
tus of  'X^nical  Member^  in  the  Association. 

MANAGED  CARE:  A  CONCEPT  REQUIRING  REFINEMENT 

AAMFT  is  concerned  about  the  increasing  congressional  attention  to  and  support 
for  mandating  managed  care  as  a  "ma^c  bullet  solution  to  controlling  health  care 
costs.  Managed  care  practices  have  a  history  of  controllingcosts,  yet  also  have  a  leg- 
acy for  compromising  the  quality  of  care  delivered.  AAMFT  believes  that  the  health 
care  system  must  be  restructured  so  that  when  managed  care  principles  are  applied 
there  are  safeguards  to  guarantee  that  necessary,  appropriate,  and  high  quality  care 
is  being  provided.  AAMFT  also  believes  that  utilization  and  professional  services  re- 
views, as  well  as  related  appeals,  must  be  conducted  by  professionals  who  have 
training  similar  to  that  of  the  providers  they  are  reviewing.  Providers  and  consum- 
ers also  must  have  ^11  access  to  management  criteria,  and  consumers  must  be  fi%e 
to  select  their  personal  provider  from  a  range  of  providers,  including  marriage  and 
family  therapists.  A  uniiorm  system  of  claims  management,  including  consumer  sat- 
isfaction information,  also  should  be  implemented.  Consumer  protection  from  finan- 
cial conflicts  of  interest  endured  by  providers  (i.  e.,  rewards  tied  to  low  referrals  and 
utilization  of  services)  is  essential. 

RECOMMENDATIONS  FOR  HEALTH  CARE  REFORM 

In  summary,  AAMFT  makes  the  following  four  major  recommendations: 

1)  Mental  hetdth  services  must  be  included  as  part  of  the  standard  benefit  pack- 
age of  the  Nation's  health  care  reform  plan  consistent  with  the  '^Recommendations 
for  Mental  Health  Services  in  Health  Care  Reform." 

2)  The  standard  benefit  package  must  include  a  continuum  of  mental  health  serv- 
ices that  recognizes  the  importance  of  medically  and  psychologically  necessary,  high 

auality,  and  cost-efiective  alternatives  to  inpatient  care,  such  as  outpatient  psycho- 
lierapy  including  family  therapy. 

3)  All  qualified  licensed  or  certified  mental  health  professionals,  including  mar- 
riage and  family  therapists,  must  be  able  to  compete  equally  as  providers  of  mental 
heeuth  services  within  a  reformed  health  care  debvery  system. 

4)  As  managed  care  models  are  considered  as  a  component  part  of  health  care  re- 
form, consideration  must  be  given  to  the  development  of  approaches  that  seek  to  as- 
sure the  highest  quality  of  cost-effective  service  delivery  with  attention  to  issues  of 
the  integrity  of  the  process,  fair  and  appropriate  utilization  review  practices,  and 
consumer  involvement  and  satisfaction. 

AAMFT  appreciates  this  opportunity  to  share  our  views  and  recommendations 
vdth  the  Committee.  We  look  forward  to  continuing  to  woric  with  you  to  help  shape 
legislation  to  reform  our  Nation's  health  care  delivery  system. 

Prepared  Statement  of  the  National  Association  of  Addiction  Treatment 

Providers 

The  National  Association  of  Addiction  Treatment  Providers  (NAATP)  is  pleased  to 
submit  written  testimony  on  coverage  of  addictive  disorders  in  health  care  reform. 
NAATP  represents  more  than  450  private  sector  alcoholism  and  drug  dependency 
facilities,  both  for-profit  and  not-for-profit,  offer  inpatient,  residential  and  outpatient 
regimens  in  hospital-based  and  free-standing  settings. 

Our  association  supports  inclusion  in  health  reform  legislation  or  comprehensive 
coverage  for  alcoholism  and  drug  treatment.  This  includes  inclusion  of  these  services 
in  a  standard  or  uniform  health  benefit  package  for  all  Americans  as  well  as  provi- 
sions to  ensure  that  persons  can  access  the  health  benefit.  (Attached  are  principles 
underlying  the  inclusion  of  chemical  dependency  treatment  in  health  reform.) 

Comprehensive  national  health  care  reform  offers  the  opportunity  to,  once  and  for 
all,  integrate  humane  and  appropriate  addiction  treatment  benefits  and  services 
into  an  effective  system  that  wiU  provide  necessary  and  appropriate  health  care  for 
all  Americans.  National  Health  Care  Reform  must  include  coverage  for  the  treat- 
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ment  of  alcohol  and  drug  dependency  that  is  comprehensive  and  includes  services 
across  a  continuum  of  care  whidi  aflbrds  the  least  restrictive  and/or  most  appro- 
priate setting  for  the  individual. 

Coverage  for  alcohol  and  drug  dependency  conditions  should  provide  for  a  contin- 
uum of  magnostic  treatment  and  rehabilitative  services  including,  but  not  limited 
to  the  following: 

•  Diagnostic  assessment  and  intervention  services 

•  Detoxification  services. 

•  Residential  and/or  inpatient  treatment. 

•  Outpatient  and  day  treatment. 

Moreover,  the  following  principles,  at  a  minimum,  should  be  adhered  to  in  design- 
ing the  foregoing  coverage: 

•  Primaoy  care  and  specialty  treatment  for  alcoholism  and  drug  dependency 
should  be  a  separately  stated  benefit  and  not  subsumed  under  another  category  of 
benefit  such  as  mental  health. 

•  Treatment  eligibility  should  be  based  on  competent  diagnosis  of  these  diseases 
b^  use  of  objective  criteria,  and  on  individual  psycnosocial  needs  and  medical  neces- 
sity with  appropriate  and  objective  review  thereof. 

•  Patient  placement  should  be  based  on  objective  criteria  (such  as  those  devel- 
oped by  the  American  Society  of  Addictive  Medicine)  with  appropriate  and  objective 
review  thereof. 

•  Coverage  should  be  nondiscriminatory  and  offered  on  the  same  basis  as  any 
other  medical  care  with  benefit  limits  the  same  as  those  for  any  other  chronic  condi- 
tion or  disease. 

There  are  many  reasons  wlw  we  support  the  inclusion  of  a  specific  and  separately 
stated  benefit  for  treatment  of  these  illnesses  under  national  health  reform. 

First  and  foremost,  drug  dependency  and  alcoholism  are  among  our  nation's  lead- 
ing health  problems.  Approximately  6.5  million  individuals  require  treatment  for  a 
drag  problem,  and  as  many  as  22  million  Americans  are  alcoholic  and/or  suffer  from 
al(x>nol-related  problems.  The  incidence  and  prevalence  of  the  diseases  rank  third 
among  the  Nation's  major  health  problems.  They  are  primary  diseases  which 
produce  serious  secondary  physical  and  psychiatric  complications. 

People  do  not  choose  to  becomje  dependent  on  alcohol  and  drugs;  they  become  ad- 
dicted. In  this  regard,  we  believe  that  reimbursement  for  treatment  of  these  prob- 
lems should  be  no  different  from  reimbursement  for  treatment  for  health  care  serv- 
ices for  other  conditions  that  require  health  services:  diabetes,  heart  disease  (which 
may  be  related  to  lack  of  exercise,  bad  eating  habits  or  stress),  obesity  or  pregnancy. 

Alcohol  and  drug  dependent  persons  should  not  therefore  be  discriminated  against 
or  denied  benefits  by  insurance  companies  because  of  their  illness. 

Moreover,  these  (liseases  cause  great  human  suffering  and  often  impose  substan- 
tial costs  in  terms  of  criminal  activity,  foster  care  and  lost  productivity.  And,  they 
are  directly  linked  to  many  costly  health  problems  including  fetal  fdcohol  syndrome, 
cardio-pulmonary  disease,  cirrhosis,  and  mjuries  resulting  irom  vehicular  accidents 
and  other  alcohol  and  drug  related  incidents. 

We  as  a  society  need  not  shoulder  these  staggering  costs.  Drug  dependency  and 
alcoholism  are  highly  treatable  diseases  if  c»mprehensive  services  are  tailored  to  an 
individual's  needs  and  are  provided  at  the  time  an  individual  seeks  services.  Provid- 
ing treatment  is  far  less  costly  than  the  price  being  paid  now  for  treating  drug  and 
alcohol  related  problems  in  emergency  rooms  and  other  hospital  beds,  Incarcerating 
individuals  with  drug  and  alcoholproblems,  caring  for  children  affected  by  matemm 
drug  and  alcohol  use  and  treating  individuals  with  HIV  disease  and  other  health 
problems. 

Our  Nation  will  lose  a  golden  opportunity  to  trim  health  and  other  social  costs 
if  a  comprehensive  drug  and  alconol  treatment  and  prevention  benefit  is  not  in- 
cluded in  national  health  care  reform. 

Sec»nd,  inclusion  of  coverage  for  these  illnesses  would  be  consistent  with  the  pre- 
vailing practice  of  the  overwhelming  majority  of  American  employers  who  presently 
provide  health  insurance  coverage  for  their  employees  and  tneir  dependents.  The 
most  recent  data  available  from  the  Bureau  of  Labor  Statistic  shows  that  nearly  97 
peixent  of  those  participants  with  employer-sponsored  health  plans  had  covert^e  for 
the  treatment  oi  alcohol  and  drug  conditions.  Hence,  to  include  coverage  for  alcohol 
and  drug  conditions  under  any  national  health  reform  would  be  consistent  with  cur- 
rent private  sector  practice. 

Third,  as  alluded  to  earlier,  significant  evidence  has  mounted  on  the  relationship 
between  alcoholism  and  drug  dependency  and  other  medical,  psychological  and  so- 
cial problems.  Alcoholism  and  drug  treatment  of  these  conditions  significantly  re- 
duces overall  health  care  utilization  and  the  associated  costs. 
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Studies  indicate  that  drug  and  alcohol  abusers  and  their  family  members  are  sub- 
ject to  a  wide  range  of  physical  and  psychological  problems  caused  by  or  related  to 
the  excessive  use  of  drug  and  alcohol,  and  utilize  health  care  servrices  at  a  rate  far 
exceeding  that  of  the  general  population.  Untreated  alcohol  and  drug  patients  use 
an  extraordinarily  hiffh  number  o?  hospital  days  for  other  diagnoses  typically  related 
to  drug  and  alcohol  abuse.  ,,....         ,         .        . 

A  Blue  Cross  studv  illustrates  this  overwhelming  high  utihzation  of  services  by 
persons  admitted  as  drug  and  alcohol  patients:  i.  t  v 

•  These  patients  have  6  times  more  admissions  for  non-substance  abuse  prob- 
lems than  do  the  general  population,  use  over  12  times  as  many  hospital  days,  and 
often  stay  in  the  hospital  over  twice  as  long  per  admission  and  incur  approximately 
7  times  as  much  in  hospital  charges. 

•  Members  of  these  patients'  families  also  have  higher  hospital  utilization  rates 
than  the  general  population;  i.e.,  approximately  30  percent  more  admissions  than 
the  general  population,  use  nearly  twice  as  many  hospital  days  and  tend  to  stay  in 
the  hospital  longer  per  admission. 

Treatment  intervention  dramatically  reduces  these  costs.  The  average  monthly 
non-drug  and  alcohol  inpatient  diarge  for  drug  and  alcohol  patients  increases  dur- 
ing three  years  prior  to  treatment,  peaking  during  the  first  month  post-treatment 
and  dropping  quickly  in  the  second  month.  The  same  Blue  Cross  Study  shows  the 
following: 

•  Three  years  prior  to  treatment,  average  monthly  charges  for  persons  with  a 
substance  abuse  hospitalization  was  $50  per  month,  reflecting  a  50  percent  higher 
occurrence  of  inpatient  hospital  charges  per  month  from  the  overall  population. 

•  From  24  to  12  months  before  treatment  the  difference  becomes  even  more  pro- 
nounced. The  average  charges  per  month  rise  to  nearly  $100,  and  in  the  year  prior 
to  treatment  they  continue  to  climb,  peaking  at  $200  the  month  prior  to  drug  and 
alcohol  treatment.  This  increase  in  inpatient  hospitalization  in  the  3  years  before 
drug  and  alcohol  treatment  indicates  that  psychological  and  physiological  problems 
accrue  to  individuals  who  continue  to  abuse  alcohol  and  drugs,  and  betnn  to  mam- 
fest  themselves  in  hospital  admiBsions  shortly  before  drug  and  alcohol  treatment. 

•  Immediately  following  treatment,  the  average  monthly  inpatient  charges  in- 
crease to  $1,246  the  first  month,  but  then  immediately  drop  by  63  percent  to  $464 
a  month  in  the  second  month.  By  the  third  month,  they  decline  another  48  percent 
to  $243  a  month.  A  continuous  gradual  decline  ensures  throughout  the  following  2 
years.  During  the  third  year  post  treatment,  medical  surgical  average  charges  in- 
crease slightly.  ,    .  ^,    ^  i  J.     _ii    4'  J  * 

Alcohol  and  drug  dependency  are  also  costly  m  wavs  that  are  not  directly  tied  to 
health  care  services.  According  to  reports  from  the  Alcohol,  Drug  Abuse  and  Mental 
Health  Administration  the  costs  to  society  of  these  diseases  are  in  the  billions  of 
dollars.  The  total  amount  expended  for  treatment  of  these  disorders  was  less  than 
4  percent  of  the  total.  Effective  treatment  of  drug  dependency  can  also  reduce  mdi- 
rect  costs  to  individuals,  employers,  and  communities  by  reducing  family  upheavals, 
domestic  violence,  absenteeism  from  work,  low  productivity,  industrial  accidents  and 
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There  is  a  large,  direct  cost  to  the  insurance  industry  in  non-he^th  insurance 
lines  due  to  alcohol  and  substance  abuse.  One  study  estimate  shows  that  alcoholism 
and  drug  dependency  raises  insurance  costs  at  least  $50  billion  annually  m  the 

United  States.  ,  ,        _^        .«    j     iv     i     - 

The  provision  of  alcohol  drug  dependency  treatment  benefits  will,  in  the  long 
term,  reduce  health  care  and  derivative  costs  and  save  money  for  insurers,  subscrib- 
ers and  society  at  large  in  numerous  ways  directly  and  indirectly  related  to  health 

care  costs.  .  ,      u  .j  c 

For  the  foregoing  reasons,  national  health  care  reform  should  provide  coverage  for 

the  treatment  of  alcoholism  and  drug  dependency.        ,      , ,  ,  .,  , ,  , 

Diagnostic,  treatment  and  rehabilitative  services  should  be  available  and  acces- 
sible across  a  continuum  of  care  in  the  least  restrictive  and/or  most  appropriate  set- 
ting  for  the  individual.  Coverage  should  be  consistent  with  the  pnnciples  outlmed 


herein. 


National  Health  Reform 

principles 

Chemical  dependency  treatment  must  be  viewed  as  an  integral  part  of  a  national 
system  of  health  care.  The  National  Association  for  Addiction  Treatment  Providers 
has  endorsed  the  following  principles  for  includinB  addiction  treatment  coverage  and 
services  as  part  of  any  National  Health  Reform  eflort: 
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NON-DISCRIMINATION 

Peopk  of  aU  a^s  who  have  addiction  treatment  needs,  and  their  families,  must 
particijpate  fully  m  the  nation's  health  care  system.  Non-discrimination  in  the  provi- 
sion oihealth  care  means: 

•  current  health  status  is  not  a  factor  in  determining  coverage  for  medical  and 
health  related  services.  The  health  care  system  prohibits  coverage  exclusion  or  limi- 
tations based  on  pre-existing  conditions; 

•  cost  of  coverage  is  based  on  the  concept  of  broadly  shared  risk.  That  is,  individ- 
ual/family coverage  costs  are  determined  by  community-wide  usage  rather  than 
claims  experience  by  small  groups  that  exaggerate  the  impact  of  hi^  service  users; 

•  health  care  coverage  is  portable  and  continuous.  It  is  not  dependent  on  a  par- 
ticular employment  arrangement; 

•  addiction  treatment  services  are  available  on  the  same  terms  and  conditions 
as  other  medical  and  health  related  service,  i.e.  services  are  voluntarily  sou^t  and 
accepted. 

COMPREHENSIVENESS 

People  who  need  addiction  treatment,  regardless  of  age,  must  have  coverage  for 
a  broad  array  of  health  and  rehabilitation  services  delivered  in  culturally  sensitive 
settings.  These  include: 

•  preventive  services,  e.g.:  developmental,  screening  and  counseling  to  avoid 
and!or  ameliorate  illness; 

•  emergency  services  including  crisis  intervention  and  crisis  residential  services; 

•  case  management  services; 

•  inpatient  and  residential  services; 

•  outpatient/ambulatoiy  services,  including: 

— ^partial  hospitalization,  day  treatment  for  children  and  adolescents,  family  sup- 
port services; 

CHOICE 

The  range  of  comprehensive  services  is  based  on  individual  need  and  informed 
choice.  While  recognizing  the  need  to  control  unnecessary  services,  a  consumer  sen- 
sitive health  care  system  will  provide  for  consumer  participation  in  treatment  plan- 
ning decisions,  including  selection  of  services,  settings  and  providers. 

EQUITY 

•  Service  Ekjuity.  The  provision  of  addiction  treatment  services  is  not  limited  by 
artificial  and  arbitrary  numbers  of  visits,  days  or  procedures.  Service  equity  mesms 
that  the  health  care  system: 

•  determines  amount,  duration  and  scope  of  services  based  on  medical  and 
psychosocial  necessity  in  accordance  with  professional  standards  of  reasonable  care; 

•  ensures  that  services  are  delivered  in  the  least  restrictive  enviroimient  able  to 
meet  the  needs  of  the  individual  with  minimal  disruption  to  normal  life  style; 

•  ensures  the  availability  of  appropriately  trained  personnel  and  services. 

•  Cost  Equitv 

Individuals  who  have  addiction  treatment  needs,  and  their  families,  do  not  spend 
a  disproportionate  share  of  their  income  and  resources  for  obtaining  services.  Fami- 
lies oo  not  have  to  select  less-than-optimum  services  because  of  cost  considerations. 
Cost  equity  means  the  health  care  system: 

•  limits  expenses  for  participants  throu^  reasonable  cost  sharing  requirements 
and  overall  limits  on  out-of-pocket  costs: 

•  ensures  adequate  reimnursement  for  service  providers; 

•  does  not  discriminate  in  reimbursement  rates  between  private  and  public  pro- 
viders. 

EFFICIENCY 

Health  care  financing  policies  contain  incentives  and  reviews  so  that  services  are 
delivered  in  the  lowest  cost  settings  consistent  with  appropriate  care.  An  efficient 
health  care  system  is  one  that: 

•  allocates  resources  in  a  reasoned  way  among  preventive  services,  acute  care, 
and  rehabilitation  services; 

•  undertakes  review  and  evaluation  to  ensure  that  services  are  both  cost  efGcient 
and  effective;  and 

•  reduces  administrative  complexity. 
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MANAGED  GARB 

The  health  care  system  employs  managed  care  techniques  to  control  unnecessary 
utilization  throu^  review  of  treatment  and  service  plans  while  protecting  the  pa- 
tient's ridit  to  quality  care.  The  health  care  system  also  employs  managed  care  de- 
vices su£^as:  utilization  review,  prospective  and  capitated  pajrments,  preferred  pro- 
vider arrangements,  and  negotiated  performance-based  contracting  systems.  An  ap- 
propriate managed  care  organization: 

•  ensures  and  adequate  range  of  hi^  quality,  individualized  services  appro- 
priate to  the  needs  to  the  patient; 

•  uses  reviewers  who  are  licensed  or  certified  in  the  areas  of  health  care  they 

are  reviewing;  ,  ,  .        ^      ,     ,        j     ..    . 

•  publishes  in  an  accessible  place  and  manner  the  review  standards  and  criteria 
used  m  evaluating  care  plans; 

•  establishes  independent  arbitration  or  similar  hearing  arrangements  to  resolve 
appeals  to  the  organization's  decisions; 

•  ensures  the  confidentiality  of  patient-provider  information; 
•makes  decisions  ciuiddy;  and 

•  maximizes  patient  choice. 

Coverage  and  services  for  Addition  Treatment  under  Health  Care  Reform  Legisla- 
tion. 

Based  on  the  foregoing  principles,  we  are  ofTering  the  following  as  minimum  rec- 
ommendations. ,.  .-1    . 

Treatment  for  persons  with  alcoholism  and  drug  dependencv  must  be  expucitly  m- 
cluded  in  health  care  reform  legislation  (this  includes  amending  relevant  Medicaid 
and  Medicare  law).  .        .  ,      i. 

Alcoholism  and  other  drug  treatment  services  should  have  priority  witii  other  pri- 
mary care  services  and  should  have  coverage  that  is  separate  and  distinct  from 
mental  health.  ,  ^  ,   ^ 

In  this  way,  the  services  (through  the  Federal  block  arant)  toward  the  provision 
of  treatment  covered  by  insurance.  A  single  drug  and  aloohol  benefit  should  be  in- 
corporated into  the  legislation  to  cover  the  continuum  diagnostic,  treatment  and  re- 
hi^ilitative  services  necessary  for  the  effective  treatment  of  drug  and  alcohol  dis- 
orders. Tliis  should  include  provision  to  assure  that  treatment  will  be  provided  in 
the  most  clinically  appropriate  and  cost  effective  settings  available. 

In  contrast  to  today's  system  which  erects  barriera  to  treatment  throum  flawed 
utilization  review  processes  and  patient  placement  criteria,  the  revised  system 
should  create  incentives  for  early  ioentification  and  treatment  of  incipient  substance 
abuse.  Care  would  be  coordinated  by  professionals  who  have  no  incentives,  financial 
or  otherwise,  to  have  a  patient  remain  in  care  at  a  particular  facility  or  at  a  particu- 
lar level  of  intensity  of  services.  The  criteria  for  utilization  review  and  patient  place- 
ment would  be  provided  to  both  patients  and  providers.  Utilization  reviews  and  ap- 
peals of  patient  placement  would  oe  conducted  in  a  timely  fashion. 

Basic  Benefits  for  alcohol  and  drug  abuse  and  dependence  treatment  should  allow 
for  the  following  services  with  all  patient  lengths  of  stay  are  variable  based  on  a 
thorough  assessment  at  each  patient's  medical  and  psychosocial  needs: 

•  detoxification,  3-7  consecutive  days  of  treatment  in  a  calendar  year  based  on 
American  Society  of  Addiction  Medicine  Clinical  Criteria; 

•  primary  care  services,  7-35  consecutive  days  of  treatment  in  a  hospital  or  free- 
stancmig  residential  program  in  any  calendar  year,  based  on  American  Society  of 
Addiction  Medicine  Cunical  Criteria 

•  outpatient  rehabilitation  services,  with  limitations  as  specified:  utilization  re- 
view provided  after  20  visits,  and  thereafter  at  intervals  determined  by  the  patient 
care  coordinator,  of  treatment  in  an  intensive  outpatient,  dav  treatment,  outpatient 
or  after  care  program.  Family  members  of  persons  with  alcoholism  and  drug  de- 
pendency can  also  access  a  similar  benefit  for  counseling  services  related  to  sub- 
stance abuse  in  the  family.  ,      «.  j 

All  treatment  must  be  provided  in  programs  licensed  by  the  State  agency  des- 
ignated to  regulate  alcohol  and  drug  services  and  accredited  bv  either  the  Joint 
Commission  on  Accreditation  of  Health  Care  Organizations  or  the  Commission  on 
Accreditation  of  Rehabilitation  Facilities.  In  addition,  treatment  may  be  provided  by 
the  following  licensed  or  certified  professionals:  physician,  nurse,  psvchologist,  social 
worker,  alronolism  and  drug  addiction  counselor,  mental  health  worker. 

Prepared  Statement  of  the  American  Counseung  Association 

The  American  (Counseling  Association  (ACA)  has  a  membership  of  nearly  60,000 
professional  counselors,  and  counselor  educators  who  represent  more  than  200,000 
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of  these  practitioners  across  the  country.  Our  members  provide  mental  health,  reha- 
bilitation, substance  abuse,  employment,  educational  and  other  counseling  services 
in  a  variety  of  settings  including  community  mental  health  centers,  hospitals, 
schools  and  universities,  hospices,  agencies  for  older  Americans,  private  practice  ana 
other  community  based  otganizations.  Professional  counselors  are  at  the  front  lines 
delivering  counseling  and  mental  health  services  to  individuals,  families  and  groups 
in  need  oi  such  care. 

Professional  counselors  have  expertise  that  should  be  a  part  of  the  health  care  re- 
form process.  Because  of  our  unique  perspective  and  involvement  with  a  continuum 
of  mental  health  services,  we  can  address  health  care  reform  from  prevention  and 
early  intervention  through  acute  and  long  term  care.  Professional  counselors  are 
recognized  for  increasing  the  availability  of  services  in  all  geographic  areas  includ- 
ing rural  as  well  as  urban  locations. 

Kegardless  of  woric  setting  or  area  of  specialization,  mental  health  in  health  care 
reform  and  the  consumer  access  issue  are  both  issues  that  every  professional  coun- 
selor must  address.  Congress  must  pass  legislation  that  ensures  equitable  mental 
health  services  within  health  care  reform,  comprehensive  programs  across  the  con- 
tinuum of  mental  health  services,  and  consumer  access  to  all  qualified  mental 
health  professionals,  including  professional  counselors. 

Three  integral  elements  neea  to  be  included  in  health  care  reform  to  ensure  that 
the  mental  health  needs  of  consumers  are  met. 

1.  Access  to  a  comprehensive  continuum  of  mental  health  services — prevention, 
eariy  intervention,  rehabilitation,  acute  and  long-term  care. 

2.  Cost  containment  uniformly  administered. 

3.  Expanded  list  of  authorized  providers  that  will  promote  consumer  choice  of  who 
provides  services  and  how  and  where  such  services  are  provided. 

Consumer  Access  to  Mental  Health  Services 

responsibility  for  mental  health  needs  of  americans 

Programs  now  outside  the  health  budget  impact  upon  the  health  and  mental 
health  of  the  Nation.  In  defining  services  that  are  to  be  financed  by  a  reformed 
health  care  plan,  it  is  important  to  allow  for  overlap  between  what  is  covered 
through  health  care  and  what  is  covered  through  other  Federal  programs.  The  key. 
we  believe,  will  be  in  the  development  of  a  comprehensive  integrated  delivery  ana 
reimbursement  system. 

It  may  not  be  feasible  to  finance  every  treatment  modality  needed  to  meet  the 
needs  of  people  functioning  at  diverse  emotional  and  mental  levels  directly  throu^ 
a  national  health  plan.  It  is  essential,  however,  that  the  health  plan  assume  respon- 
sibility for  linking  individuals  to  those  appropriate  services  that  are  not  included  in 
the  plan.  For  individuals  with  severe  or  persistent  mental  illness,  it  is  especially  im- 
portant that  access  to  services  be  provided  rapidly  since  serious  dysfunction  can 
occur  if  services  are  not  readily  available.  Once  this  dysfunction  occurs,  both  acute 
and  after-care  services  will  generally  be  much  more  expensive. 

Under  the  current  system,  certain  treatments  such  as  nursing  home  care  are  in- 
cluded in  both  Medicare  and  Medicaid  programs,  depending  on  tne  intensity  and  du- 
ration of  the  need.  This  will  also  be  true  when  mental  health  services  are  examined 
closely.  Counseling,  case  management  and  some  psychiatric  rehabilitation  services 
will  be  provided  on  acute  short-term  and  long-term  bases.  These  services  will  also 
be  provided  in  both  public  and  private  sectors  in  a  variety  of  settings.  Reinforcing 
the  concept  of  providing  services  in  the  least  restrictive  setting  possible,  some  indi- 
vidual's needs  will  be  met  by  programs  that  are  currently  funded  by  existing  Fed- 
eral programs  through  the  Departments  of  Education,  Labor,  Health  and  Human 
Services,  Housing  and  Urban  Development,  and  Justice. 

Just  as  the  budgets  for  other  Federal  initiatives  cross  over  departmental  lines, 
this  will  be  equally  true  if  we  are  to  meet  the  mental  health  neeas  of  our  citizens. 
A  range  of  services  addressing  cognitive,  vocational,  and  social  deficits,  as  well  as 
personal  care  deficits  is  necessary  to  sustain  the  functioning  level  of  those  persons 
with  severe  or  persistent  mental  illness.  WhUe  many  of  these  services  are  currently 
available  through  medicaid  and  medicare  funded  programs  (e.g.,  in  community  men- 
tal health  centers),  many  are  also  available  through  vocational  rehabilitation  pro- 
grams, job  training  programs,  and  public  schools. 

MENTAL  HEALTH  BENEFITS 

There  are  certain  mental  health  services  that  individuals  should  be  able  to  access 
directly  through  a  reformed  national  health  care  plan.  As  you  know,  we  strongly  be- 
lieve that  a  full  continuum  of  mental  health  treatment,  prevention  services,  rehabUi- 
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tation,  aid  acute  and  long  term  care  must  be  made  available  to  children  and  adults 
of  this  country.  These  services  should  emphasize  treatment  in  the  least  restrictive 
setting  and  be  consistent  with  the  consumer's  clinical  needs.  I  refer  you  to  the  serv- 
ices included  in  the  document  "Recommendations  for  Mental  Health  Services  in 
Health  Care  Reform"  that  35  oivanizations  have  endorsed  (see  attached). 

Research  has  demonstrated  that  preventive  interventions  can  deter  the  develop- 
ment of  many  mental  and  emotional  conditions  and  can  minimize  the  deleterious 
impact  of  mental  and  emotional  disorders.  This  can,  therefore,  reduce  the  cost  of 
mental  health  service  delivery  in  the  lon^  run. 

The  following  are  examples  of  preventive  mental  health  interventions  that  should 
be  included  in  a  reformed  health  care  system. 

•  Screening  for  developmental  delays  or  mental  health  problems  for  children  and 
adolescents. 

•  Mental  health  evaluation  screening  for  adults. 

•  Counseling  for  individuals  in  risk  situations  (e.g.,  children  whose  parents  have 
mental  iUness,  victims  of  violence,  recently  unemployed  individuals,  those  experienc- 
ingmarital  disruption,  and  bereaved  individuals). 

The  likelihood  of  developing  a  mental  or  emotional  disorder  increases  during  or 
after  times  of  acute  stress,  even  when  the  stressors  are  positive  (such  as  the  birth 
of  a  child).  During  these  times,  people  need  a  variety  of  resources  such  as  informa- 
tion on  where  to  get  help,  education  on  what  kinds  of  reactions  are  to  be  expected, 
coping  strategies,  and  possibly  new  skills.  The  availability  of  these  resources  may 
make  the  dmerence  between  a  person  coping  with  stressors  and  mentally  or  emo- 
tionally breaking  down. 

FUNCTIONING  LEVEL  AND  CRITERU  FOR  ACCESS  TO  MENTAL  HEALTH  SERVICES 

Public  health  care  providers  have  long  recognized  both  primaiy  and  secondary  lev- 
els of  prevention.  Medical  health  plans,  such  as  HMOs,  have  moved  more  and  more 
in  the  direction  of  covering  all  three  levels  of  preventive  interventions.  It  is  time 
for  mental  health  coverage  to  follow  suit.  r  v    r»- 

Treatment  for  persons  with  disorders  that  are  identified  by  the  use  of  the  Diag- 
nostic and  Statistical  Manual  (DSM)  and  the  International  Classifications  of  Dis- 
eases (ICD)  have  typically  been  considered  "reimbursable"  by  the  health  and  insur- 
ance communities.  Many  mental  health  care  providers  feel  strongly  that  this  should 
be  expanded  to  include  treatment  for  conditions  currently  classified  as  "V  Codes  in 
both  Uie  DSM  and  the  ICD. 

V-Code  conditions  that  are  a  focus  of  an  intervention  or  treatment  but  are  not  at- 
tributable to  any  of  the  mental  disorders  as  defined  by  the  DSM  and  the  ICD  are 
essential  to  cover  in  a  national  health  care  plan.  As  noted  in  the  DSM,  there  are 
times  when  an  evaluation  has  failed  to  uncover  a  mental  disorder.  There  are  other 
times  when  the  scope  of  the  diagnostic  evaluation  has  not  been  sufficient  to  verify 
the  absence  of  a  mental  disorder.  That  is,  there  is  not  enough  information  for  a  spe- 
cific diagnosis  yet  the  practitioner  suspects  that  the  presence  of  a  mental  disorder 
will  become  apparent  through  treatment.  Finally,  there  are  instances  when  a  person 
may,  in  fact,  have  a  mental  disorder  but  is  seeking  treatment  because  of  a  condition 
not  due  to  the  disorder.  For  example,  a  person  with  a  mood  disorder  who  has  been 
functioning  well  and  has  not  needed  therapy  for  some  time  may  be  experiencing 
marital  or  job  problems  that  are  not  directly  related  to  the  disorder.  The  additional 
stress  of  these  other  problems  puts  the  person  at  extremely  high  risk  of  accelerating 
manifestations  of  the  mood  disorder  thus  requiring  acute  intervention. 

Noncompliance  (not  due  to  a  mental  disorder)  with  medical  treatment  for  a  phys- 
ical illness  is  another  example  of  a  V-Code  condition  that,  if  not  covered,  can  have 
severe  medical  consequences.  Irrationally  motivated  noncompliance  due  to  demal  of 
illness  or  fear  can  lead  people  to  ignore  physical  conditions  that  may,  if  left  un- 
treated, cause  physical  danger.  As  a  result  people  tend  to  seek  treatment  when  the 
untreated  medical  conditions  worsens.  At  that  time  the  urgency,  methods  and  dura- 
tion of  treatment,  and  cost  are  typically  greater  than  if  the  individuals  received 
short-term  counseling  to  help  them  cope  with  their  denial  or  fear.  •    ,  v  i 

Examining  a  person's  functioning  level,  rather  than  focusinc  on  a  diagnostic  label, 
oflers  another  means  for  determining  eligibility  for  mental  health  treatment.  The 
Social  Security  Administration  is  studying  the  feasibility  of  formulating  disability 
criteria  for  Supplemental  Security  Income  in  terms  of  functioning^  levels  and  being 
disadvantaged  in  participating  in  major  life  activities  rather  than  "substantial  gam- 
ful  activity.  We  strongly  urge  that  the  feasibility  of  using  functioning  levels  be  con- 
sidered as  a  criteria  for  eligibility  for  services  under  the  reformed  health  care  plan. 
If  individuals'  emotional  or  mental  state  of  being  impairs  their  ability  to  work,  take 
care  of  their  children,  go  to  school  or  learn  (if  a  child),  manage  medications,  money, 
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meal  preparation,  shopping,  and  housework  and  get  around  then  they  should  have 
access  to  mental  health  services. 

COST  CONTAINMENT 

It  has  been  speculated  that  expanding  mental  health  coverage  will  be  costly.  How- 
ever, it  is  important  to  realize  that  not  providing  these  services  is  even  more  costly, 
in  terms  of  both  acute  and  long-term  health  care  costs  and  other  direct  and  indirect 
costs  to  our  society.  The  U.S.  Department  of  Health  and  Human  Services  estimates 
that  the  costs  of  mental  illness  and  substance  abuse  is  over  $273  billion  (Rice,  et. 
al.,  1985).  The  Kaiser-Permanente  Health  Plan  has  more  than  two  decades  of  expe- 
rience in  providing  mental  health  benefits.  This  experience  indicates  "that  it  is  not 
the  provision  of  a  psychotherapy  benefit  that  can  oankrupt  a  national  health  sys- 
tem. Rather,  the  failure  to  provide  psychological  care  ano/or  the  failure  to  appro- 
priately provide  it  would  bankrupt  the  system."  (Cummings  and  VandenBos,  1981, 
p.  174). 

Following  are  examples  of  the  data  compiled  on  the  cost  effectiveness  of  providing 
comprehensive  mental  health  services. 

•  Health  insurance  claims  of  families  covered  by  Aetna's  Federal  Employee 
Health  Benefit  Plan  from  1980-83  were  analyzed.  It  was  concluded  that  the  initi- 
ation of  mental  health  treatment  by  self-motivated  clients  yielded  positive  reduc- 
tions in  health  care  utilization  and  costs.  This  was  true  even  when  there  was  no 
direct  control  over  the  type  of  care  (Holder  and  Blose.  1987). 

•  FoUette  and  Cummings  (1967)  found  that  the  use  of  medical  services  dropped 
after  the  initiation  of  psycnotherapy.  This  was  supported  in  a  review  of  12  stuaies 
which  showed  a  15-85  percent  reduction  of  medical  care  utilization  following  the  in- 
troduction of  mental  health  services  (Jones  and  Vischi,  1979). 

•  National  Institute  of  Mented  Health  (NIMH)  data  show  that  a  combination  of 
interventions,  including  rehabilitation  (social  skills  training),  family  therapy,  and 
medication,  can  significantly  reduce  the  relapse  rate  in  a  given  year  for  individuals 
with  schizophrenia  (National  Mental  Health  Association,  1993).  NIMH  also  notes 
that  the  use  of  the  antipsychotic  medication  clozadine  in  the  treatment  of  individ- 
uals with  schizophrenia  who  are  neuroleptic-resistant  results  in  savings  of  over 
$18,000  per  year^r  person  treated. 

•  Increased  availability  of  effective  and  relatively  low-cost  outpatient  mental 
health  treatment  could  significantly  reduce  societal  and  economic  costs  associated 
with  anxiety  disorder.  Failure  to  detect  panic  disorders  results  in  numerous  unnec- 
essary angiograms  being  performed  witn  an  estimated  waste  of  medical  expendi- 
tures totalling  $33  billion  a  year  (Dupont,  et.  al.,  1993). 

Many  lar^e  employers  have  also  decided  to  expand  the  traditional  types  of  mental 
health  services  they  have  covered  to  include  services  such  as  partial  hospitalization, 
psvchiatric  rehabilitation,  case  management  and  employee  assistance  programs.  Re- 
sults of  data  compiled  by  many  companies  clearly  demonstrate  the  positive  fiscal  im- 
pact of  paying  for  more  preventive  and  less  restrictive  treatment. 

•  McDonnell  Douglas  Helicopter  Company  expanded  mental  health  treatment 
coverage  to  include  inpatient,  outpatient  and  intermediary  settings,  based  solely  on 
need  (no  arbitrary  constraints).  Tne  system  used  enhanced  early  intervention,  easy 
access  to  benefits,  and  has  facilitated  long-term  management  of  care.  During  the 
first  year,  per  capita  costs  declined  by  34  percent  as  17  percent  of  the  covered  popu- 
lation used  benefits.  There  was  a  50  percent  decrease  in  psychiatric  and  a  29  per- 
cent decrease  in  chemical  dependency  inpatient  admission  costs.  In  addition,  there 
was  a  47  percent  reduction  in  average  length-of-stay  (National  Mental  Health  Asso- 
ciation, 1993). 

•  The  First  National  Bank  of  Chicago  reports  a  50  percent  reduction  of  inpatient 
costs  over  5  years  since  it  expanded  its  mental  health  coverage  to  include  a  full 
range  of  servrices  without  coverage  limits,  more  intermediary  services,  and  more  gen- 
erous reimbursement  for  ambulatory  mental  health  services  (85  percent  of  out- 
patient costs).  In  addition,  overall  behavioral  health  care  costs  fell  by  approximately 
30  percent  over  4  years  (National  Mental  Health  Association,  1993). 

•  Chevron's  expanding  mental  health  coverage  to  include  a  variety  of 
intermediary  services  and  the  use  of  ambulatory  care  led  to  a  60  percent  increased 
use  of  the  employee  assistance  program  and  a  21  percent  decrease  in  hospital  ad- 
missions. Even  though  the  benefits  covered  twice  as  many  individuals  as  the  pre- 
vious year,  the  cost  rose  less  than  6  percent  (National  Mental  Health  Association, 
1993). 

Finally,  variable  copayments,  set  at  the  same  rates  as  for  other  health  care,  can 
encourage  early  intervention  but  discourage  unnecessarily  extended  services.  How- 
ever, a  sliding  scale  would  be  necessary  to  assist  those  persons  from  low-income 
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homes.  In  addition^  a  schedule  of  copayments  must  take  into  account  the  financial 
realities  of  individuals  with  severe  and  persistent  mental  illness  and  prevent  hos- 
pitalizations from  occurring  due  to  people's  inability  to  afford  necessary  outpatient 
services,  much  in  the  same  wav  that  a  health  care  plan  should  not  allow  a  person 
to  lapse  into  a  diabetic  coma  because  they  could  not  afford  the  ongoing  costs  on 
medical  treatment. 

Consumer  Access  to  Mental  Health  Services  Providers 

TRAINING  standards  OF  PROFESSIONAL  COUNSELORS 

The  clinical  training  of  professional  counselors  is  comparable  to  training  of  other 
mental  health  professionals.  There  are  accreditation  standards  for  master's  and  doc- 
toral level  programs  in  counseling.  These  standards  include  specific  requirements 
for  both  practical  and  internships  m  counseling. 

The  model  legislation  for  licensed  professional  counselors  requires  a  minimum  of 
60  graduate  semester  hours  in  counseling  and  3  vears  post-master's  supervised  ex- 
perienced. Eligibility  requirements  for  national  board  certification  in  the  general 
practice  and  specialty  areas  of  counseling  include  a  minimum  of  2  years  post-mas- 
ter's supervised  experience.  There  are  National  Clinical  Training  and  Practice 
Standards  for  professional  counselors. 

Licensure  laws  regulating  professional  counselors  require  a  minimum  of  a  mas- 
ter's degree  and  1-4  years  post-master's  supervised  experience  before  being  eligible 
for  licensure  (depending  on  the  State).  National  board  certification  in  both  the  gen- 
eral practice  and  specialty  areas  of  counseling  require  a  minimum  of  2  years  post- 
master's counseling  experience. 

CLINICAL  TECHNIQUES  USED  BY  PROFESSIONAL  COUNSELORS 

Professional  counselors  provide  services  across  the  full  continuum  of  mental 
health  and  illness  to  individucJs,  couples,  families  and  groups.  They  are  trained  to 
do  so  by  applying  principles  of  assessment,  diagnosis  and  treatment  planning;  psy- 
chotherapy; human  development;  learning  theory;  group  dynamics;  and  family  sys- 
tems. Depending  on  the  basic  theoretical  foundation  of  the  professional  counselor, 
techniques  usea  may  include  behavioral,  cognitive,  and  emotive  therapy  or  other 
processes  designed  to  affect  change  in  human  behavior. 

As  with  our  peers  in  other  disciplines,  not  all  professional  counselors  are  trained 
or  choose  to  provide  all  the  services  noted  above.  All  licensed  and  nationally  cer- 
tified professional  counselors  are  bound  by  ethical  standards  which  dictate  that  they 
provide  only  those  services  in  which  they  are  trained. 

IDENTIFYING  COUNSELORS  QUAUFIED  TO  BE  PART  OF  THE  HEALTH  CARE  TEAM 

Holding  a  State  license  or  certificate,  granted  by  an  independent  State  regulatory 
board,  should  be  used  as  one  method  to  determine  which  professional  counselors  are 
qualified  to  be  part  of  the  health  care  team.  There  are  currently  more  than  60,000 
professional  counselors  licensed  or  certified  by  the  District  of  Columbia  and  39 
States. 

In  States  where  there  is  no  regulation  at  this  time,  national  certification,  by  inde- 
pendent professional  organizations,  offer  an  alternative  method  for  establishing 
qualifications.  There  are  approximately  32,500  professional  counselors  who  have 
met  the  national  standards  to  be  certified  as  general  practitioners  of  counseling  and 
in  the  counseling  specialties  of  clinical  mental  health,  rehabilitation,  and  geron- 
tology. These  standards  vary  but  include  a  minimum  of  a  master's  degree  in  coun- 
seling, 2  years  post-master's  supervised  counseling  experience,  and  passing  an 
examination(s). 

According  to  American  Counseling  Association  policy,  professional  counselors  who 
meet  the  following  criteria  should  oe  eligible  for  reimbursement  for  services  pro- 
vided under  the  current  health  insurance  system:  have  a  minimum  of  a  master's  de- 
gree from  an  accredited  counseling  program  (or  demonstrate  equivalent  courseworii); 
hold  a  State  license,  certificate  or  registration  or  hold  a  national  professional  certifi- 
cation; have  completed  courseworic  that  reflects  the  mastery  or  competencies  in  ei- 
ther the  diagnosis  and  treatment  or  the  psychosocial  rehabilitation  of  persons  with 
mental  or  emotional  disorders;  have  a  minimum  of  2  years  post-masters  experience 
which  includes  3,000  hours  of  supervised  counseling  experience  in  the  diagnosis  and 
treatment  or  the  psvchosocial  renabilitation  of  persons  with  mental  and  emotional 
disorders  and  includes  a  minimum  of  100  hours  of  face-to-face  supervision;  and  ad- 
heres to  a  professional  code  of  ethics. 
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CONSUMER  ACCESS  TO  PROFESSIONAL  COUNSELORS  THROUGH  THE  HEALTH  PLAN 

The  principles  of  consumer  access  through  freedom-of-choice  must  be  fundamental 
to  health  care  reform.  Persons  should  have  direct  access  to  all  (qualified  mental 
health  professionals,  including  professional  counselors.  Covered  services  rendered  by 
all  qualified  mental  health  professionals,  including  professional  counselors,  should 
be  reinc^ursed  by  the  health  plan. 

When  we  examine  two  of  the  largest  Federal  programs  currently  financing  mental 
health  services  it  is  clear  that  consumers  who  rely  on  federally  and  State  funded 
programs  do  not  have  the  right  to  determine  the  professional  orientation  of  their 
mental  health  services  providers.  Professional  counselors  are  not  currently  recog- 
nized in  Medicare  regulations  as  mental  health  providers.  In  addition,  the  majority 
of  States  have  specific  provider  lists  determining  who  can  provide  Medicaid  reim- 
bursable services  and  as  well  as  reimbursement  schedules  which  vary  according  to 
which  provider  group  rendered  the  services.  The  consumers  using  services  adminis- 
tered through  Medicare  and  Medicaid  are  often  denied  access  to  professional  coun- 
selors, one  of  the  largest  groups  of  mental  health  professionals  delivering  services 
in  the  public  sector. 

In  addition  to  consumers'  ri^t  of  self-determination,  the  current  system  also  has 
cost  implications.  It  is  not  cost  effective  to  require  that  a  person  he  seen  by  two 
health  professionals  in  order  for  that 

client,  or  an  agency,  to  be  reimbursed.  Requiring  referrab  from,  or  supervision  by, 
a  physician  or  some  other  professional  in  order  for  a  professional  counselor  to  pro- 
vide mental  health  services  is  also  not  an  effective  or  efficient  system.  This  is  a 
waste  of  a  medical  visit  and  physicians  are  not  necessarily  the  most  knowledgeable 
professionals  to  decide  whether  mental  health  services  are  indicated  (Cummings 
and  VandenBos,  1981).  In  some  instances,  professional  counselors  can  provide  serv- 
ices under  Federal  and  private  program  but  must  be  supervised  by  a  peer  from  an- 
other discipline  such  as  social  work.  Once  again,  this  is  simply  not  cost  effective. 
In  community  agencies  that  receive  Medicare  or  Medicaid  funding,  professional 
counselors  cannot  typically  sign  off  on  reports  that  are  used  to  track  services.  Some 
of  the  mental  health  agencies  have  professional  counselors  provide  services  but  re- 
quire supervision  from  a  social  worker  or  psychologist  and  have  the  supervisor  sign 
off  on  reports  that  the  counselors  have  written.  At  best,  this  sets  up  a  svstem  of 
"peer^  supervision.  There  are  many  times  when  master's  level  social  workers  are 
taking  responsibility  for  woik  done  by  doctoral  level  licensed  professional  coun- 
selors! At  worst,  qualified  professional  counselors  are  denied  jobs  because  the  agen- 
cy doesn't  want  to  deal  with  the  problems  that  lack  of  recognition  causes. 

LEGISLATIVE  LANGUAGE  TO  FACILITATE  CONSUMER  CHOICE  OF  SERVICE  PROVIDERS 

In  reference  to  providers,  we  would  suggest  language  such  as,  "licensed  or  cer- 
tified mental  healtn  care  providers  practicing  within  the  scope  of  their  training  and 
experience."  If  the  current  Medicare/Medicaid  systems  are  used  as  the  model  for  the 
Nationsd  Plan,  as  noted  previously,  it  is  important  to  amend  the  current  regulations 
for  these  programs.  At  present,  these  regulations  directly,  or  indirectly,  limit  those 
providers  who  can  provide  mental  health  services.  We  recommend  inclusion  of  lan- 
guage which  explicitly  recognizes  that  consumers  must  have  access  to  services 
tnrou^  the  broad  array  of  licensed  or  certified  health  care  professionals  and  agen- 
cies. We  would  further  suggest  that  strong  Federal  guidelines  be  established  uiat 
direct  States  to  ensure  consumers  equal  access  to  all  mental  health  professionals 
meeting  state  licensing  or  certification  regulations,  or  national  board  certification  re- 
quirements. 

FISCAL  IMPACT  OF  EXPANDING  THE  PROVIDER  POOL  TO  INCLUDE  PROFESSIONAL 

COUNSELORS 

Research  indicates  that  increasing  the  types  of  mental  health  providers  does  not, 
in  fact,  increase  the  costs  of  a  health  plan  (Custer,  1990).  Allowing  consumers  a 
broader  choice  of  mental  health  practitioners  does  not  increase  the  use  of  services, 
it  simply  allows  for  alternatives.  Only  increasing  the  numbers  of  professionals  offer- 
ing services  in  previously  undeserved  areas  increases  the  use  of^  services  and  this, 
of  course,  would  be  intentional.  Keeping  a  single  provider  population  from  providing 
mental  health  services  hinders  competition  and  may  actually  lead  to  hi^er  costs 
(Frank,  1982). 

Research  compiled  by  Alan  Fairbank  (1989)  demonstrated  that  expanding  insur- 
ance coverage  to  alternative  types  of  psychotherapists  did  not  increase  the  demand 
for  mental  health  services.  Instead,  the  effect  of  laws  expanding  consumers'  choice 
of  service  providers  is  essentially  to  substitute  care  provided  by  mental  health  pro- 
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fessionals  previously  not  included  in  the  "provider  pool  "  for  those  already  eligible. 
Equal  access  to  licensed  and  certified  providers  allows  true  competition  on  both  cost 
and  quality  dimensions. 

The  Office  of  Personnel  Management  (1986)  conducted  a  study  and  determined 
that  adding  a  provider  to  an  already  existing  service  does  not  increase  costs.  This 
is  supportecl  by  earlier  evidence  from  CHAMPUS  (1983)  which  showed  that  allowing 
consumers  a  broader  choice  of  mental  health  practitioners  throu^  third  j>artypay- 
ments  did  not  increase  the  use  of  services.  While  the  plan  bem^  studied  offered 
some  of  the  most  liberal  benefits  of  all  insurance  compames,  they  yielded  the  second 
lowest  utility  costs  of  any  of  the  five  federal  employee  programs. 

The  ACA  and  the  American  Mental  Health  Counseling  Association  (a  division  of 
ACA)  conducted  a  survey  of  1,000  mental  health  agencies  and  organizations  for  the 
purpose  of  examining  professional  staffing  patterns  and  trends.  The  data  showed 
that  professional  counselors  make  up  over  57  percent  of  the  work -force  employed  in 
settings  surveyed  (Burtnett,  1985).  Consumers  should  have  ensured  access  to  this 
lai^e  provider  group. 
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The  Chairman.  The  committee  stands  in  recess. 
[Whereupon,  at  12:25  p.m.,  the  committee  was  adjourned.] 
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